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STRICTURE OF THE URETHRA; WHY 
STRICTURE IS LESS PREVALENT 
THAN FORMERLY ; ERRORS 
IN DIAGNOSIS. 

GEORGE KNOWLES SwINBuRNE, M.D., 

NEW YORK. 


According to Keyes* there are three notable 
modern theories upon the formation of stricture. 
“These are the theories of Finger and the Guyon 
School, that of Harrison, and of Guiard. The Fin- 
ger-Guyon theory makes stricture the result of 
chronic urethritis. According to them, chronic 
urethritis is a sclerotic process characterized by de- 
posits of cicatricial tissue in the submucosa and 
even in the corpus spongiosum. This fact is illus- 
trated by numerous pathological findings that would 
prove its truth were it not flatly contradicted by 
two notorious clinical facts: first, that stricture not 
infrequently occurs where there has been no chronic 
urethritis; and, second, that chronic urethritis is 
habitually posterior urethritis, confined, that is, to a 
region where inflammatory stricture does not oc- 
cur. Chronic anterior urethritis is usually associ- 
ated with a stricture, but as a result, not as a cause. 
A chronic urethritis may exist for years without 
ever causing a stricture. 

‘“Harrison’s theory is that the mucous membrane 
of the urethra when inflamed by gonorrhea becomes 
slightly permeable to the urine, which thus infil-. 
trates the urethral wall at some place or other. To 
oppose this infiltration, a circumscribed inflamma- 
tion is set up which results in the local deposit of 
scar tissue and ultimately in stricture. 

“Guiard’s theory is that stricture depends upon 
the virulence of the urethral inflammation ; the more 
severe the initial attack the more intense the 
chordee; the more frequent and violent the relapses 
and the longer the gonococcus can be found in the 
discharge, the greater is the probability of stricture. 
He believes that in a mild or chronic stage the ure- 
thral inflammation is simply catarrhal and neither 
deep-seated nor productive of any permanent lesion ; 
While the acute inflammation with its involvement 
of the lacune and glands, its circumscribed or dif- 
fuse areas of peri-urethritis, is the inflammation 


“Genito-Urinary Diseases, E. L. Keyes and E. L. Keyes, Jr. Ap- 
pleton, 1908. 


calculated to leave behind permanent scars in and 
beneath the mucous membrane.” 

Keyes, while rather accepting the latter two the- 
ories than the former, adds trauma during the acute 
inflammation, caused either by injudicious instru- 
mentation, or caustic injections, making a combina- 
tion of inflammatory reaction with trauma. 

Now unquestionably some patients form cicatri- 
cial tissue more readily than do others, and we en- 
counter stricture in some cases where there has 
been no gonorrhea and no trauma to the mucous 
membrane. I had such a case recently in my clinic. 

A boy about 23 had a tight stricture in the ante- 
rior third of the urethra. He gave no history of 
ever having had gonorrhea and no history of the 
passage of any instruments into the urethral canal. 
He did, however, give a history of persistent and 
long-continued masturbation. The stricture was of 
such a nature that it would not vield to dilatation 
and had to be cut. After it had healed, examination 
of the urethral mucous membrane with the urethro- 
scope detected nothing in the way of cicatrices. 


As to Harrison’s theory of circumscribed inflam- 
mation, due to a minute extravasation of urine, we 
see in old cases of tight stricture the results of 
chronic urinary extravasations in the dense fibrous 
nodules behind the stricture, and, after the stricture 
has been relieved by an external urethrotomy, there 
follows a complete melting away of these dense 
fibrous nodules. 

Of late years I have been impressed with the 
apparent fact that tight, hard, fibrous stricture of 
the urethra is far less common, at least in my own 
personal experience, than it was even a few years 
ago, and I wondered if it were not a fact that this 
condition of fibrous stricture might not be, on the 
one hand, due to the use of strong irritating injec- 
tions, employed with the idea of aborting the 
disease ; or, on the other hand to the unskilful use of 
instruments. 

From time to time the use of fairly strong solu- 
tions of nitrate of silver have been advocated as a 
prompt means of aborting gonorrhea, followed by a 
list of brilliant results, and this, perhaps, has in- 
duced others to try the same means even after warn- 
ings that such means were not devoid of danger. 

A number of years ago, after reading an article 
on the brilliant results obtained by a single injection, 
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in the earliest stages of this disease, of a 2 per cent. 
solution of nitrate of silver, I employed it in a series 
of eight cases. Four of these cases gave a history 
of multiple attack; four of them were cases of pri- 
mary gonorrhea, These selected cases were pa- 
tients who came on the first day that they had 
noticed any trouble. The presence of the gonococ- 
cus was verified. All four of the cases with multi- 
ple attacks recovered completely as the result of a 
single injection. There was at first an increase in 
the inflammatory reaction lasting twenty-four hours, 
followed by an increase in the discharge, which was 
a somewhat sanious one, and then a subsidence; no 
gonococci afterwards were found. 


But the results were different with all four cases 
of primary gonorrhea. The discharge for 24 hours 
increased and then subsided, but after this gono- 
cocci were found; the cases went on as before to 
have a rather more violent attack than I thought 
they would have had otherwise. Three of the cases 
remained under treatment for a long period of time; 
one of them disappeared. All three cases that re- 
mained suffered from various complications, such as 
prostatitis, epididymitis, but after a number of 
months I discovered stricture in all three. Further- 
more, in the course of a long number of years I have 
met with several cases in which stricture had fol- 
lowed a course of injections of silver nitrate. One 
patient with chronic urethritis had no stricture when 
I saw him at one time, and then after an interval 
of several months he returned to me with several 
distinct narrowings in his canal, and with a slight 
discharge, and gave a history of having received 
a course of treatment with injections of rather 
strong solution of nitrate of silver. 


My impression is that this method was largely 
employed some thirty years ago for the purpose of 
aborting the disease, and it has seemed to me that it 
might easily have been one of the means by which 
many of these lamentable cases of persistent and 
increasing stricture may have been brought about. 
And the fact that during the past fifteen years or so 
the newer preparations of albuminates of silver have 
become so widely used, may readily explain the rea- 
son of the smaller number of cases of stricture that 
we now see. 


Another cause of the formation of stricture may 
be the injudicious and rough use of urethral sounds, 
causing slight bleeding and hence urinary extrava- 
sation with the accompanying local inflammatory 
areas. It has seemed to me that I have seen several 
such cases where instead of gentle passage of a 
sound small enough to easily pass through the stric- 


ture by its own weight, the stricture instead of be- 
coming absorbed and the case going on to resolu- 
tion, has, on the contrary, reacted against such vio- 
lence, only to become worse as time went on. 


I am constantly struck by the large number of cases 
of chronic urethritis which come to me giving the fol- 
lowing history: That the surgeon whom they con- 
sulted told them that they had a stricture and pro- 
ceeded to pass sounds, but without any improvement 
of the patient’s condition, and examination has re- 
vealed no stricture between the meatus and the com- 
pressor muscle that I could detect with my instru- 
ment that I had for that purpose. At the same 
time these cases present either a marked condition 
of chronic prostatitis or a chronic posterior urethri- 
tis, with no lesion to be found in the anterior 
urethra. Then, too, a spasm of the compressor 
muscle is often mistaken for a tight stricture by 
men of large experience. 


I remember a case, a few years ago, which was 
brought to me by a western physician. The patient 
had been under his care for months and then 
had consulted surgeons in other cities and finally 
went to a man who has written a good deal on stric- 
ture of the urethra who informed him that he had 
a tight stricture in the deep part of the canal that 
required an external urethrotomy, and that that 
would cure him. He went back to his former phy- 
sician who brought him to me. Examination showed 
no stricture in front of the compressor urethre 
muscle, and a sound after a little gentle manipula- 
tion could be finally passed with a slight jump past 
the cut-otf muscle. The posterior urethroscope 
passed into the canal showed an erosion of quite a 
portion of the posterior urethra in front of the veru- 
montanum, which I was able to point out to the 
physician who accompanied him, and I predicted 
that after an application of silver nitrate to this 
portion of the canal the patient would get well. His 
physician afterwards informed me that the man had 
recovered and married. 


In this connection it seems to me that it is a bad 
thing to call spasm of the compressor muscle a 
spasmodic stricture. It is a distinct condition very 
readily proven and is a muscular contraction. It is 
due to some irritation behind the compressor muscle 
in the deep urethra, and the removal of that irrita~ 
tion will remove the spasm. 

It seems to me, also, that the profession should be 
warned again, as they have been many times before, 
that under no circumstances should a sound be 
passed through the compressor muscle unless one 
knows very definitely why he is doing it. I have 


4 


Vor. XXV. No. 5. 


AMERICAN 
SWINBURNE—STRICTURE OF THE URETHRA. 15! 


seen many cases of bladder infection of long stand- 
ing brought about by this very means, and it should 
be known that no matter how carefully it is done, it 
is always a dangerous thing to do and should only 
be done under the most careful preparation. And 
yet how often is that the first thing done when a 
young man presents himself with a chronic urethral 
discharge. Almost the first thing that his physician 
does is to pass a good-sized steel sound down the 
urethral canal into the bladder. Even if he has per- 
fectly sterile instruments this operation is never 
devoid of danger. 


There seems to be a widespread idea in the pro- 
fession that a chronic urethral discharge means 
a stricture. As a matter of fact, while a stricture 
may give rise to a chronic urethral discharge, yet in 
the vast majority of cases of chronic urethral dis- 
charge, at least in my experience, there is no stric- 
ture whatever, but a lesion most generally situated 
in the posterior urethra. 


That stricture may be caused by long-continued 
applications of nitrate of silver to the urethral canal, 
I had occasion to discover in a case in my clinic, 
which I reported in my paper on “Treatment of the 
Posterior Urethra Through the Urethroscope.” 


This man had been coming to the dispensary for a 
long period of time and was treated by my assist- 
ants. One day he fell into my hands, and asked for 
a strong instillation of silver. He asked for the 
strongest solution I had. When I asked him why 
he wished the strongest solution, he said it relieved 
the irritation. I asked him how often he had re- 
ceived this treatment, and he said twice a week. | 
told him that we had better see what the matter 
was. On attempting to use the posterior urethro- 
scope I could not get it through the compressor 
muscle and was finally obliged to start with small, 
soft bougies, gradually dilating the posterior urethra 
until after a few weeks’ treatment I was able to pass 
a full-sized steel sound. On passing the urethro- 
scope I found the mucous membrane of the entire 
posterior urethra one mass of cicatricial tissue. 
There was no sign of a verumontanum. 


This was unquestionably to my mind a stricture 
of the posterior urethra, due to the use of nitrate of 
silver. 


As an example of stricture following an attempt 
to abort the disease with a strong solution of nitrate 
of silver, I have the following history: 


A few years ago I was consulted by a man some- 
thing over sixty years of age, strong, well built, who 
had gone to a prominent physician here in New 
York with his first attack of gonorrhea forty years 
before. This physician had a sudden impulse to 
attempt to abort the disease by using at once a strong 
solution of silver nitrate. It was followed by a 


good deal of pain on the part of the patient, and 
all-his sufferings for the next forty years dated from 
that treatment. He was never free from urinary 
disturbances, mainly due to that one treatment. 
During that time he has been pretty steadily under 
the care of one man or another, either for the stric- 
tures which had tormed, or the cystitis treated, 
which had followed. At the time he came to me 
he was suttering greatly from frequency of urina- 
tion. He had a strong ammoniacal urine; there was 
a good deal of cicatricial tissue in the urethral canal. 
At that time only a No. 12 soft bougie could be 
passed into the bladder. The bladder did not com- 
pletely. empty itself. Now after the usual means of 
gradual dilatation, preceded by hot irrigations into 
the bladder, then emptying the bladder through a 
small catheter, following with the injection of one 
of the newer silver salts into the bladder, together 
with the administration of urotropin, the urine 
quickly became clear, the patient’s pains left him, 
and the urethra was gradually dilated up as high as 
22 French, when he was obliged to leave the city 
temporarily, but not until I had taught him how 
to take care of himself. I saw him again, two or 
three years later, when he was in a similar con- 
dition as when I had seen him before, he having 
neglected his treatment. After a few weeks’ treat- 
ment he again disappeared from view. 

This case I have looked upon as typical of the 
cases of persistent and increasing stricture, of 
which we used to see a large number, which also 
were considered as due rather to neglect on the 
part of the patient than to unfortunate early treat- 
ment. 


64 East Frety-StxtH STREET. 


Bitrary DRAINAGE AND PANCREATITIS. 

Many cases of common duct stone are associated 
with infection not only of the biliary passages, but 
also of the pancreas, and chronic pancreatitis may 
cause biliary obstruction of a serious and obstinate 
character. Experience shows that diversion of the 
stream of bile through the opened gall-bladder to 
the surface of the body for days or weeks causes the 
pancreatitis and consequent biliary obstruction to 
subside in a large proportion of cases, after which 
the biliary fistula may be permitted to close, or may 
be closed. If the gall-bladder be removed the drain- 
age of bile to the surface is more difficult and un- 
certain, moreover cicatricial contraction or renewed 
infection may cause a recurrence of biliary obstruc- 
tion and jaundice, or in other cases a persistent 
biliary fistula may remain. In the presence of these 
conditions the surgeon finds himself confronted by 
a formidable problem; if he succeeds in solving it 
he will consider himself fortunate—A. B. JoHNson 
in the Medical Record. 
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DILATATION OF THE MALE URETHRA, 
WITH ESPECIAL REFERENCE TO 
MECHANICAL DILATORS.* 
CuarLes W, BerHune, M.D., 
BUFFALO, NEW YORK. 


The male urethra is a musculo-fibrous tube 6 to 7 
inches in length and lined with mucous membrane. 
During the intervals between urination and ejacu- 
lation of semen the walls are collapsed together so 


that properly speaking the urethra has no definite 
caliber, but is sufficiently elastic to permit more or 


less distention of its lumen. The degree of elas- 
ticity varies in direct proportion to the preponder- 
ance of muscular over fibrous tissue in the walls. 

The external meatus is composed almost exclu- 
sively of fibrous tissue and is correspondingly in- 
elastic. Its caliber varies from 15 to 25 F. With 
the exception of the external meatus the capacity 
of the urethra is almost invariably in direct pro- 
portion to the circumference of the flaccid penis. 
Otis held that a normal urethra must admit an in- 
strument one-fifth the circumference. 

Behind the external meatus there is a spindle- 
shaped expansion of the canal termed the fossa 
navicularis, one-half inch in length and terminating 
in a slight constriction, the fold of Guerin, Occa- 
sionally the fold of Guerin is a marked constriction 
which may seriously obstruct urination or the in- 
troduction of instruments. The mucosa of the 
fossa is firmly attached to the underlying tissues, 
“like paper on the wall.” 

The penile urethra commences behind the fold 
of Guerin and extends back to a point opposite the 
peno-scrotal junction, where it merges impercep- 
tibly into the scrotal urethra. Muscular tissue be- 
gins to appear in the penile urethra as annular fas- 
cicule which constantly increase until at the proxi- 
mal end of the scrotal urethra they preponderate 
over the fibrous tissue. The average penile urethra 
readily admits an instrument 25-30 F. in caliber; 
the scrotal contains more muscular tissue and may 
be dilated to 35 F. The bulbous urethra extends 
from a point opposite the perineo-scrotal junction 
to the bulbo-membranous junction. Its walls are 
rich in muscular fibers and consequently the elas- 
ticity is great. The bulbous urethra may be dilated 
to 45 F. or more. There is a distinct pocket, the 
bulbar cul-de-sac, in the floor of the bulbous urethra 
just anterior to the bulbo-membranous junction in 
which the tip of an instrument is very apt to catch 
unless it is kept against the roof of the canal at this 


point. 


*Read before the Buffalo Academy of Medicine. 


The mucosa of the penile, scrotal and bulbous 
urethras is not firmly attached to the supporting 
walls, but only by occasional fine fascicule. When 
at rest the mucosa forms 18-20 longitudinal folds 
roughly resembling the interior of a corrugated 
conductor pipe. The appearance of the folds has 
an important bearing upon the correct diagnosis 
of pathologic conditions and will be more fully 
discussed later. 


The divisions of the urethra discussed above are 
known collectively as the anterior urethra; and 
throughout their entire extent they are surrounded 
by the corpus spongiosum, The corpus spongiosum 
is a club-shaped body composed mainly of connec- 
tive tissue and honey-combed by relatively large 
blood spaces. Considering its structure and prox- 
imity to the urethra it is remarkable that gonor- 
rhea is not more often complicated by extensive 
infection of the corpus spongiosum. 


The membranous urethra is composed of a 
sphincter muscle, between the layers of the trian-- 
gular ligament, lined by a continuation of the ure- 
thral mucosa. This powerful muscle forms the 
external sphincter of the bladder and always tem- 
porarily hinders the introduction of an instrument; 
this is especially marked in sensitive individuals in 
whom the muscle spasmodically contracts upon the 
slightest irritation, exhibiting what is commonly 
termed spasmodic stricture. The normal resist- 
ance of the sphincter is often mistaken for a stric- 
ture by inexperienced operators, The membranous 
urethra may be dilated to 30 F. with ease. 


The prostatic portion of the urethra is contained 
in the body of the prostate gland. The prostate, 
being composed mainly of muscular tissue, is ex- 
ceedingly elastic; it is, in fact, the most elastic por- 
tion of the canal and during operations it is often 
dilated to admit a finger. There is a second sphinc- 
ter at the vesico-prostatic junction which is termed 
the internal sphincter of the bladder. The internal 
sphincter is a much weaker muscle than the external 
and readily admits a finger. 


The urethral mucosa is studded with numerous 
fine crypts and follicles which have an important 
bearing in chronic gonorrhea. The orifices of the 
crypts are so tiny that they can scarcely be seen 
through the urethroscope, and in my opinion they 
are altogether too small to admit the tip of a filiform 
bougie and arrest its progress. When a crypt or 
follicle is infected by the gonococcus the submucosa 
in the surrounding region becomes infiltrated with 
leukocytes and round cells. This lesion is termed 
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a soft infiltration and may either entirely disappear . 


in time or the round cells may metamorphose into 
connective tissue. Soft infiltrations may be seen 
through the urethroscope as a broad fold replacing 
several of the normal folds, They vary in color 
from deep red to putty yellow, depending upon the 
degree of infiltration, and they exhibit marked 
changes in the transparency and gloss of the epi- 
thelial layer. The red orifices of one or more in- 
fected crypts are often seen upon the surface. 
When the soft infiltration has been replaced by 
connective tissue the cicatricial fibers begin to con- 
tract, narrowing the urethral lumen more or less, 
depending upon the amount of scar tissue. These 
cicatricial areas are termed hard infiltrations and 
are divided into three degrees, according to their 


FIG, 1. Showing points ot contraction and dilatation in the normal 


urethra (Hayden). 


caliber. In the first degree the urethral lumen is 
not narrowed, in the second degree the lumen is 
narrowed but admits 23 F, in the third degree 23 F 
is not admitted. The second and third degrees are 
collectively termed gonorrheal strictures, 

Scar tissue in the urethra is also a result of 
trauma, either mechanical or chemical. This class 
of strictures is termed traumatic, Strictures result- 
ing from the treatment of gonorrhea with strong 
injections of nitrate of silver, etc., are often trau- 
matic rather than gonorrheal in origin. 

Congenital strictures are narrowings of the ure- 
thral lumen, due to developmental errors. 

Dilatation of the urethra is employed: to stimu- 
late the atrophy of soft infiltrations; to express the 
contents of infected crypts and follicles; to me- 
chanically stretch the contracted urethral lumen in 
stricture. Following dilatation of the urethra the 
tissues become hyperemic, which aids in the absorp- 
tion of the pathologic deposits as well as in soften- 
ing the cicatricial tissues. 

The vast majority of gonorrheal strictures are 
amenable to dilatation, especially those of the bulbo- 
membranous junction, the most frequent location. 


Gonorrheal strictures of the penile urethra are apt 
to recontract more rapidly after dilatation than 
those of the deeper portions of the urethra, but 
very fair results are obtainable with dilatation. 
Traumatic strictures are not as amenable to dila- 
tation as gonorrheal strictures as the scar tissue is 
usually much more dense and extensive. Congeni- 
tal strictures almost invariably demand incision. 
While it is not my intention to go deeply into 
the subject of urethrotomy it is advisable to briefly 
review its indications. Strictures at or near the 
meatus must always be cut. A resilient stricture 
which immediately recontracts to its former caliber 
after dilatation demands incision. Impermeable 
strictures of the bulbo-membranous junction are a 
rarity. Skill and patience on the part of the sur- 


FIG, 2. Normal urethral caliber compared with that of a sound, 


geon are usually rewarded by the successful intro- 
duction of a filiform bougie to guide a catheter, 
and the evacuation of the urine. This failing, 
suprapubic aspiration of the bladder is easily done. 
If a patient with a tight stricture neglects to empty 
his bladder when nature warns him, the organ 
becomes overdistended, and pressing upon the pel- 
vic veins obstructs the return of blood from the 
genitals, the urethral mucosa swells and entirely 
closes the lumen of the stricture. As soon as the 
bladder is emptied the swelling subsides and the 
urethra becomes patent again. In short, after the 
bladder has been emptied one may pass an instru- 
ment with ease, and as strictures in this location are 
especially amenable to dilatation, urethrotomy is 
distinctly counter-indicated. Rupture of the ure- 
thra and extravasation of urine are absolute indi- 
cations for urethrotomy. Very dense cartilaginous 
strictures often demand urethrotomy. Traumatic 
strictures so dense that considerable force is re- 
quired to dilate them, usually indicate urethrotomy. 
Whether the normal urethral caliber is attained 
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through urethrotomy or dilatation it must be main- 
tained by occasional dilatations. Sometimes a very 
satisfactory result is attained by excising the stric- 
tured area. This method is too recent to determine 
whether subsequent dilatations are necessary to 
maintain the caliber. 

Sounds and bougies are very ancient instruments 
and everyone is so familiar with them that it would 
be a waste of space to describe them. They are 
very efficient instruments for the treatment of stric- 
tures and are to be found in the armamentarium of 
almost every practitioner. 


In reviewing the anatomy of the urethra it was 
stated that the penile is the most inelastic portion 
of the urethra, hence an instrument which stretches 
the penile urethra almost to the bursting point will 
lie but loosely in the deeper portions of a normally 
calibered urethra. Soft infiltrations, hard infiltra- 
tions of the first degree and folliculitis do not nar- 
row the lumen, so if they are located in the deeper 
portions of the urethra they are not subjected to 
pressure during the passage of a sound. To over- 
come this difficulty instruments have been devised 
whose distal caliber may be increased after intro- 
duction. Such instruments are termed dilators. 


The Stearn’s dilator consists of a wire bent upon 
itself and shaped like a sound; turning a screw in 
the handle separates the distal portion of the wires. 
The Stearn’s dilator has a caliber of 5 F when 
closed, making it a valuable instrument in the dila- 
tation of tight strictures. Its small caliber makes 
it a dangerous instrument in the hands of a novice. 

The Gouley dilator consists of a rod about 7 F 
in caliber, the last two inches of which are split. 
These two halves are joined at the tip, and turning 
a screw in the handle causes the two halves to bow 
out. The Gouley dilator often proves serviceable in 
tight strictures, although it is more liable to pinch 
the urethral mucosa between its blades when clos- 
ing than the Stearn’s. 


The Otis and Oberlander dilators work on the 
principle of parallel rulers and are very efficient 
instruments. The only fault I can find with these 
instruments is that they are made in lengths too 
great for the average urethra. Oberlander’s short- 
est dilator, after the useless but ornamental tip 
which projects one-half an inch beyond the dilating 
blades has been filed off, is a very useful dilator if 
the penis is not abnormally short. 

The Kollmann dilators are similar in principle to 
the Otis except that they have four blades instead 
oi two. They are obtainable in various shapes and 
sizes and are exceedingly useful instruments. 


My own dilating sound works on the principle 
of a lithotrite and is especially serviceable in stric- 
tures of the bulbo-membranous region. No rubber 
cover is required with it. The instrument is man- 
ufactured by the Electro-Surgical Instrument Co., 
Rochester, N. Y. 

When we are summoned in haste to relieve a 
stricture patient who, either as a result of a de- 
bauch or carelessness, has. neglected to empty his. 
bladder when he felt the desire to urinate, and when 
he did attempt to was unable, the first thing to do 
is to cleanse the glans and meatus and attempt to 
pass a small sterile woven catheter. The orifice is 
usually excentric to the center of the canal and the 
main part of the problem is to find the orifice, In- 
troducing several fine catheters into the urethra at 
once is often rewarded by success by crowding one 
of the catheters over the orifice. Whip catheters 
or those which screw onto a filiform guide fre- 
quently prove exceedingly valuable. If a filiform 
can be introduced a Gouley-tunneled catheter may 
be threaded over it and introduced. These methods 
failing, it is best to aspirate the bladder in the 
median line just above the pubis. Aspiration will 
do far less harm than the contusion and laceration 


FIG. 8. Oberlander dilator. 


from repeated forcible 
attempts at catheterization. The overdistended 
bladder must not be emptied suddenly, but 
by degrees. It is my rule to evacuate about 
one-half of the contents of the distended 
bladder and complete the evacuation at the 
rate of one-half ounce every five minutes. Sudden 
emptying of the overdistended bladder causes a 
sudden fall of the intra-abdominal pressure as well 
as violent hyperemia of the vesical mucosa, with 
danger of shock and hemorrhage. As mentioned 
before, the retention being relieved, it is usually 
easy to introduce an instrument, because the ure- 
thral hyperemia and swelling has subsided. 

In other cases a patient with stricture for a year 
or more has had gradually increasing difficulty in 
emptying his bladder until it is done drop by drop. 
If this patient suffers from sudden retention, even 
the most skilful surgeon may be unable to intro- 
duce an instrument, and while aspiration will give 
temporary relief, it does not improve the urethral 
conditions. In this case it is a question of a very 
small, hard, excentric stricture lumen rather than 
one of hyperemia and swelling. In these cases one 


of the urethral wall 


Vor. XXV. No. 5. 


BETHUNE—DILATATION OF THE URETHRA. 


AMERICAN 
JouRNAL OF SuRGERY. 


155 


must do a perineal section if it is impossible to in- 
troduce an instrument after a reasonable effort. 

If a filiform bougie can be introduced through a 
tight stricture it may be left in situ for a couple of 
hours or a small tunneled sound passed down over 
it. This will markedly increase the caliber and in 
two or three days one will be able to pass a larger 
instrument, until in time the normal caliber is at- 
tained. It is my custom when a filiform has been 
passed to attempt to introduce the Stearn’s dilator 
at the next treatment. This being done, one can 
easily and safely increase the caliber several sizes 
by opening the blades. If one is not skilful in the 
passing of urethral instruments the Stearn’s dilator 
is not a safe one to use, as it is very easy to cause 
a false passage with it. The use of flexible bougies 
is far safer, but by no means so effectual. 

After a caliber of 15 F has been attained the use 
of sounds or dilators will enable one to rapidly 
attain the normal caliber. Dilatation must not be 


Fig. 4.—Stearn’s dilator, 


repeated oftener than every third day, and except 


when the caliber is quite small do not attempt to 
increase it more than two or three Charriére at a 
treatment. 

To prepare the patient for dilatation have him 
urinate to flush the urethra, wash the penis with 
green soap, paying particular attention to the mea- 
tus. The shirt is rolled up to the navel and the 
. trousers dropped to the knees, and the patient is 
placed in a reclining position upon the table. 

All dilators except the Stearn’s and Bethune 
should be used with a rubber cover. The cover 
is pulled over a wire bent bayonet-shape and 
dipped into boiling water, care being taken not to 
immerse the last one-quarter inch to avoid wetting 
the inside. The cover is pulled off the wire with 
a sterile towel, the tip of the dilator is dipped in 
talcum powder and the cover pulled on. After the 
dilator is clothed, open the blades to their fullest 
extent and inspect the cover for holes. None being 
discovered, close the blades, dip the tip in a sterile, 
water-soluble lubricant (lubricondrin, Caspar’s or 
catheter purin), and pass in the same manner as a 
sound until the dilating blades are in the lumen 
of the stricture. The blades are then slowly opened 
by turning the screw in the handle. At the first 
turn of the screw the patient complains of pain, 
due to a vacuum being formed in the urethra be- 


tween the blades as they open. Cease turning for 
an instant until air can leak in alongside the shaft 
of the dilator, then proceed until a slight sensation 
of resistance is experienced. As soon as this sen- 
sation of resistance is encountered cease opening 
the blades. After five minutes it will be found that 
the dilator may be opened several more numbers 
before the sensation of resistance is again encour 
tered. Allow the dilator to remain in situ for five 
minutes more, then slowly close the blades. The 
blades must not be entirely closed before withdrawal 
for fear of pinching the urethral walls between 
them. The technique of dilatation in the treatment 
of soft infiltrations is identical, except that the dila- 
tor is opened until the sensation of resistance is 
encountered and then left in situ ten minutes, the 
second opening of the blades being omitted. 
Dilatation must always be followed by an irri- 
gation of the urethra to remove any infectious ma- 
terial which may have been introduced by the dila- 
tor or carried back from the more anterior portions 


Fig. 5.—Author’s dilator. 


of the urethra, as well as the infectious contents of 
the crypts and follicles which may have been ex- 
pressed. Either the Janet or Diday method may be 
used. A saturated solution of boric acid or normal 
saline can be used after dilating a stricture, but in 
fresh gonorrheal lesions potassium permanganate 
(1-3000), is best, Urethral fever is almost un- 
heard of where urethral irrigations are used after 
all instrumentations. ; 

The contraindications to dilatation are the same 
as for any other urethral instrumentation. Acute 
gonorrhea and genito-urinary tuberculosis are the 
most absolute contraindications. False passage, 
resulting from injudicious instrumentation is a tem- 
porary contraindication. Dilatations should be sus- 
pended during an acute epididymitis, vesiculitis and 
prostatitis. I well remember a patient in whom 
every passage of a urethral instrument caused a 
flare up in the epididymis. 

The dangers of dilatation may be summed up in 
rupture of the urethral walls from overdilatation 
or pinching off a piece of mucosa between the 
blades when closing them. Both of these accidents 
are avoidable; the first is the result of forcibly con- 
tinuing to open the blades after a sensation of 
resistance has been encountered; the second, of 
entirely closing the blades before withdrawing. 
The blunt point of a dilator almost entirely obviates 
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any danger of causing a false passage except with 
the fine calibered Stearn’s and Gouley instruments. 

To summarize briefly: the sound or bougie is, 
always has been and probably always will be, the 
most generally-used urethral dilator. It is very 
effective in the treatment of gonorrheal stricture 
until a caliber equal to that of the penile urethra 
has been attained. In the scrotal and bulbous 
regions it is impossible to dilate the urethra to its 
normal caliber with a sound, because then normal 
capacity is one-third to one-half greater than that 
of the penile urethra. The mechanical dilators 
overcome this difficulty, and in treating soft infil- 
trations and folliculitis of these regions (which 
never narrow the lumen), they are the only effec- 
tive instruments. Gentleness and due regard of 
asepsis, especially as to irrigating after dilatation, 
and not repeating the dilatation oftener than every 
third or fourth day, are essential to success. 

262 Niagara Street. 
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Renav Disease WitrHout LocaL SyMPTOMS. 

Unfortunately, the impression still exists in the 
minds of many that a diagnosis of renal or ureteral 
calculi cannot be made unless colics or hematuria 
have been present at some period in the clinical 
history. That these and similar views are wrong 
is the daily experience of those who operate kidney 
cases. Symptoms which point directly to the 
kidney or ureter as the seat of mischief are so 
often absent that it is a common occurrence to see 
cases showing persistent fever, pus in the urine in 
large quantities, progressive emaciation or even 
anuria treated for other conditions than those of 
surgical lesions of the kidneys. A patient with 
chills, fever and sweats, or one suffering with 
symptoms of severe septic intoxication may be 
treated for days to weeks for malaria, malignant 
endocarditis, typhoid and even cryptogenetic septi- 
cemia, because the localizing signs pointing to the 
kidney were either slight or, as is more frequently 
the case, the urinary organs were not thought of as 
the possible source of the symptoms.—Dantet N. 
EISENDRATH in the Jowa Medical Journal. 


THE STERILIZATION OF WOVEN 
CATHETERS AND THEIR ASEP- 
TIC CONSERVATION.* 


Martin W. Ware, M.D., 


NEW YORK. 


Numerous methods have been recommended 
from time to time to render gum elastic catheters 
(bougies) sterile, and it cannot be gainsaid that 
thereby it has been possible to render aseptic such 
instruments, but at all times at the expense of the 
integrity. Most French manufacturers of per- 
fected gum instruments of today assert the capa- 
bility of their products to withstand boiling in water 
to render them sterile. This highly effectual pro- 
cedure, however, may not be repeated without seri- 
ous impairment of the inherent qualities of such 
catheters. In private practice, the employment of 
gum catheters (bougies) follows the failure, in 
moments of emergency, with the catheter of choice 
—the Nelaton soft rubber catheter. To be able 
to sterilize a newly purchased gum catheter for 
such single exigencies in boiling water, is most 
fortunate and commendable. . But for the special- 
ist, and above all in hospital practice where a large 
assortment of instruments is kept at hand for daily 
and repeated use, an effectual method of sterilizing 
these implements without injury is a great desidera- 
tum. I believe we are able to justify such claims 
for the method here described, after a two years’ 
trial. 


Prior to this we had suspended the duly cleansed 
catheters in glass jars (catheterostats), wherein 
they were subjected to vapors of formaline emanat- 
ing from tablets placed at the bottom of the 
jar. The great drawback to this method, leaving 
aside the very questionable sterilization effected by 
vapors thus generated, was the necessity to ever 
wash with sterile solutions—saline or boric acid— 
the exterior and the interior of catheters, before 
introducing them into the urethra, to obviate the 
great smarting and even irritation from the forma- 
line emanations which cling to the gum catheters. 
A like objection obtains in regard to the pres- 
ervation of these instruments in chemical so- 
lutions —1 per cent. sublimate-glycerine. It 
was therefore our aim to find a_ simple 
method. The use of steam has been sug- 
gested by several authorities, but such recommen- 
dations were always linked with the needs of special 
apparatus, whereby the generated steam was made 


*Read before the Genito-Urinary Section, N. Y. Academy of Medi- 
cine, February 15, 1911. 
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to circulate in the interior of the catheters and then 


about them; such chests were in turn used for stor- 
ing, but a very limited number of catheters; or the 
catheters were preserved in individual glass con- 
tainers of special construction, wherein they had 
beén previously subjected to circulating steam. 
These were all complicated measures. 


At this juncture we endeavored to place the 
catheters spread on towels in the steam autoclaves 
in use at the hospital for sterilizing dressings. After 
such sterilization the catheters were subject to 
handling in order to store them for use. To ob- 
viate reinfection in handling, the gum catheters 
were placed in parchment paper envelopes. It was 
noticed, moreover, that the catheters so treated in 
the autoclave very often blistered or cracked—not 
so likely the new ones—and not infrequently they 
clung to the towel or became adherent to the parch- 
ment paper. Such behavior recalled the like experi- 
ences we had when rubber gloves were first sub- 
jected to dry steam sterilization. It was at the time 
shown that unless the glove on the inside as well 
as outside was thoroughly air-dried (and that with- 
out any use of talcum) before sterilization was pro- 
ceeded with, the glove would be sticky and opposing 
surfaces would become adherent. Here we had a 
hint to subject the catheters to a similar desiccation. 
The exterior of the catheter was easily dried with 
a soft piece of dry gauze or absorbent cotton, and 
the particles of water moisture on the interior were 
driven out by compressed air, This was generated 
by operating the twin bulbs of a cautery outfit. 
Later on, for time-saving, where many catheters 
were to be prepared, the oxygen escaping from the 
tank was employed and likewise the air from any 
tank of compressed air will suffice. An accurate 
coupling between the source of the compressed air 
and the catheter can be established by use of a rub- 
ber tube, and the glass pipette from the medicine 
dropper. The air is allowed to rush through until 
no more particles of moisture are seen to escape 
from the eye of the instrument. So that the finest 
particles of water in issuing may be appreciated— 
and this holds good particularly for the small caliber 
of ureter catheters—place the eye of the instrument 
in contact with filter or blotting paper. When no 
more moisture is visible by this means, the interior 
of the catheter may be judged dry. The catheters, 
as aforesaid, are individually placed in parchment 
paper containers, the ends of which are folded over 
and these ends securely held by small pieces of 
adhesive plaster or metal stationery clips. The dry- 
ing of the catheter on the interior may be effected 


by a slower process of brisk shaking of the catheters 
followed by a number of days’ exposure to dry air, 
to permit of complete evaporation. Once the cathe- 
ter is thoroughly dried and placed in the parchment 
container, it can, with impunity, be subjected to 
Sterilization by steam in the autoclave used for 
sterilization of dressings. It has been our practice 
to resort to tyndalization, i.e., to effect two steri- 
lizations within twenty-four hours—the first steri- 
lization for thirty minutes; the second, a few hours 
later, for a shorter period. 

The catheters are now ready for use and may be 
indefinitely preserved in the aseptic statein the parch- 
ment paper container. Prior to placing the catheters 
inthe envelopes the number is noted and the en- 
velope labeled to correspond. The parchment paper 
sheds any water of condensation and is superior to 
filter paper for this reason ; furthermore, its translu- 
cency enables one to estimate the desired size and 
shape of the catheter by sight. 

The catheters are arranged in the sequence of 
their numbers, each envelope being somewhat 
longer than the preceding—an index arrangement 
is thereby obtained. The nurse abstracts the de- 
sired envelope from the package and tears the en- 
velope, and the operator withdraws the instrument 
in an absolutely uncontaminated state ready for 
use. If it be desired to reutilize the envelopes, the 
adhesive strips or metal clasps should be removed 
from the outer end and upon shaking the catheter 
will escape. 


BacterioLocic TEsts.* 

To test the sterility of catheters thus prepared, 
several which had been in use upon variedly in- 
fected bladders, were cleansed and sterilized and 
then placed in large test tubes completely immersed 
in bouillon and gelatine. The bouillon tubes were 
placed in the thermostat; the gelatine tubes were 
kept at room temperature. In neither was any 
growth obtainable after three days and thereafter, 
for a period of one week, the culture media were 
still free from any growth. 

In a clinical way, this sterilization has given emi- 
nent satisfaction to judge by an ever diminishing 
number of instances in which catheter fever fol- 
lowed the use of these steam-sterilized instruments. 
Other things being equal, the life of these catheters 
has been rather satisfactory. From a standpoint of 
portability, a larger number of catheters can be 
conveniently carried about to the patient’s bedside, 
than by any other method. Such a plan makes it 


*These tests were carried out under the aus: f the Pathol 
ical Department of the Hospital, by Dr. Kak 
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possible, from a commercial point of view, to offer 
sterile catheters for sale in the shops: 
SuMMary OF METHOD. 

1. Wash in cold water to remove blood and pus 
from the catheters. 

2. Use green soap and warm water and force 
this through the catheter, or shake catheter 
in a test tube with green soap. 

3. Plain water washing. 

4. Removal of water from interior by shaking or, 
preferably, by compressed air. 

5. Dry exterior of catheter with a piece of gauze. 

6. Spread catheters on a clean sheet in which 
they are loosely rolled to absorb any mois- 
ture and become air dry. 

7. Place in envelopes of parchment paper and 
label. 

8. Sterilization. (Tyndalization. ) 

27 East 81st Street. 


HYDROCELE. 
J. R. Atvarez, M.D., 
NEW YORK CITY. 


The term hydrocele is applied to an abnormal ac- 
cumulation of fluid in or about the coverings of the 
testicle and of the spermatic cord. 

There are two varieties of hydrocele in the tunica 
vaginalis: (1) hydrocele communicans of con- 
genital origin, and communicating with the perito- 
neum; (2) encapsulated hydrocele, which may 
or may not be of congenital origin, but does 
not communicate with the. peritoneum. There are 
also two varieties of hydrocele outside of the tunica 
vaginalis: (1) where the effusion takes place be- 
tween the tunica vaginalis and the tunica albuginea ; 
(2) the effusion takes place between the fibrous 
layers of the tunica vaginalis, 

There are also two varieties of hydrocele in the 
coverings of the spermatic cord which correspond 
to the varieties of hydrocele inside the tunica vagi- 
nalis: (1) hydrocele funiculi communicans, which 
communicates with the peritoneal cavity; and (2) 
hydrocele funiculi saccata, which does not communi- 
cate with the peritoneal cavity. 

Of hydrocele outside the coverings of the sper- 
matic cord, that is of the cellular tissue enveloping 
the cord, there are also two varieties, both of very 
rare occurrence: (1) diffuse hydrocele of the cord, 
and (2) multilocular hydrocele. 

Hydrocele in the tunica vaginalis testes may exist 
in combination with hydrocele along the spermatic 
cord, or with hydrocele of the fibrous layer of the 
tunica. In both cases they intercommunicate, but 


neither of the sacs communicate with the peritoneal 
cavity. Although the effusion inside the coverings 
of the cord may extend into the pelvis, they are 
known under the name of bilocular hydroceles. 

The terms, orchido-meningitis, vaginalitis, peri- 
orchitis, etc., by which hydrocele is often designated, 
cannot be used in as general sense as the term hy- 
drocele, for they imply that the disease is of an 
inflammatory or infective nature, which is not al- 
ways so, as we shall presently see. 

Hyrocele frequently exists without history of 
previous inflammation or infection. This is 
especially so in the congénital variety and in hydro- 
cele which develops late in life. By many these 
cases are thought to be due to a discrepancy be- 
tween the powers of secretion and absorption of the 
structures involved. This, however, does not seem 
to be so, as we may have secondary effusion of 
fluids into other serous cavities, as the pleura, peri- 
toneum, pericardium, etc., without concomitant hy- 
drocele, even when there is general anasarca and 
great edema of the scrotum. 

In the majority of cases, however, we can trace 
the origin of hydrocele to inflammation and infec- 
tion. 

Inflammation may be due to an injury of the scro- 
tum, testicle, epididymis, deep urethra, or it may be 
due to general infection as in pyemia, variola, etc. 

A very common cause of hydrocele in the tropics 
and sub-tropical climates is the invasion of the 
blood by the filaria sanguinis hominis, probably by 
causing obstruction of the lymphatics ; the effusion, 
then, without containing pus, may be milky in ap- 
pearance, although it may be serous as in ordinary 
hydrocele. 

There have been epidemics of hydrocele, without 
any assignable cause. Phimosis in children has been 
known to cause it, the cure of the phimosis being 
followed by the disappearance of the hydrocele. 
Hydatid cysts are supposed to produce it. 

Hydrocele may be unilateral or bilateral; the two 
sides are affected with equal frequency. No age is 
exempt from it. 

In a general way it may be stated that any agent 
injuring the structures or interfering with the func- 
tions of the serous sac of the testicle or of the sper- 
matic cord will produce hydrocele. 

When hydrocele is due to inflammation and in- 
fection, the changes in the structures of the tunica 
vaginalis and of the coverings of the spermatic cord 
are identical with those of the other serous mem- 
branes and may be conveniently described as hav- 
ing three stages, serous, plastic and suppurative. 
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Whatever may be the cause of the inflammation, the 
serous character of the effusion is the most com- 
mon, and it is simply the result of a hyperemic pro- 
cess with hypersecretion. The disease may remain 
at this stage indefinitely without the quantity of 
fluid increasing or it may gradually increase to an 
enormous amount. As much as 26 quarts of fluid 
have been drawn at one sitting. The average quan- 
tity in these cases is about eight ounces. Person- 
ally, I have never seen a case with more than a 
quart. In very exceptional cases the fluid may en- 
tirely disappear. The color of the fluid resembles 
that of urine, light yellow or amber, sometimes it 
has a reddish tint from the admission of blood, 
very seldom it is greenish. It is alkaline in reaction, 
very albuminous and has a specific gravity ranging 
between 1020 and 1026. The surface of the serous 
membrane is more or less affected. There may be 
slight hemorrhage from the rupture of small ves- 
sels, sometimes it is completely covered by a white 
membrane or only so in patches. 

In the second stage there is more or less exuda- 
tion of fibrin and proliferation of connective tissue, 
which results in thickening of the walls. This 
thickening may be so great as to lead us to think we 
are dealing with a chondroma. The serous char- 
acter of the effusion still remains, but particles of 
fibrin may be found floating in it. The serous sur- 
face may be covered with fibrin, and connective tis- 
sue bands forming trabeculz may extend from one 
surface to another. It may be irregular and covered 
by excrescences of a similar nature to those found 
in synovial cavities, which after a time undergo cal- 
careous degeneration, and becoming detached float 
in the fluid, the greater part of the fluid by this time 
become absorbed. 

If at any time during this stage there should be 
an invasion by pyogenic microorganisms the disease 
passes to the third or suppurative stage. We have 
then in addition to any or all of these newly-formed 
elements pus instead of serum in the cavity. Then 
the tendency is not to remain quiescent, as in either 
of the preceding stages; but, if left alone, the pus 
will find its way externally, causing sloughing of 
part of the serous membrane and of all the layers 
externally to it, and of the skin. 

There are no changes in any other organ of the 
body even when it reaches the third stage, except 
the testicle, which may become atrophied through 
pressure and consequent anemia. The tail of the 
epididymis may suffer in a similar manner. The 
cord itself may be compressed. The skin, in large 
accumulations, is very much thinned out, and the 


veins on its surfaces are large and dilated. In old 
people gangrene of the skin may take place. In 
cases of long standing the cremaster muscle may 
undergo hypertrophy. 

Little is known as to the pathology of multilocu- 
lar hydrocele. The content of the cysts instead of 
being yellow, as in the serous stage of other forms 
of hydrocele, is white and contains mucus. 

Blood, spermatozoa and free fat have been found 
in hydrocele, the latter in hydrocele produced by the 
filaria. 

We shall now take up the consideration of the 
symptoms, which are general and local. The gen- 
eral symptoms are few and may be discarded with 
a few words. They occur only when the disease 
goes on to suppuration, and are those of slight in- 
fection of other serous membranes, general malaise, 
headache, fever, coated tongue, etc. 

The local symptoms are numerous and must be 
studied in detail, for although hydrocele per se is 
never a fatal disease, it is not always easy to differ- 
entiate it from other serous affections. 

Fluctuation, the most common symptom, may be 
hard to detect when the fluid is scanty, or where the 
walls are very thick. It is common to all forms of 
hydrocele. 

The shape, extent, and size of the tumor and 
the position of the testicle vary according fo the 
locality of the hydrocele. In the encapsulated hy- 
drocele of the tunica it is pyramidal in shape, the 
base being directed downward and the apex up- 
ward. The testicle lies posterior and at the base, 
but not always. This is the kind of hydrocele that 
we most often see, and that causes inconvenience 
on account of the large size which it may attain. 

In communicating hydrocele of the tunica, the 
shape is more round or oval. The tumor is not 
limited above, disappearing very gradually in the 
recumbent position to reappear again when stand- 
ing. The testicle may be situated immediately be- 
low or in front. 

In hydrocele of the cord, if encapsulated, the 
tumor is round, the testicle lies below and distinct 
from it; it does not extend into the peritoneum. In 
the communicating variety the tumor may be pyri- 
form in shape and disappear ; the testicle lies below. 

In diffuse hydrocele of the cord, the tumor is 
elongated and extends upwards into the inguinal 
canal, diminishing considerably in size in the recum- 
bent position, but never disappearing altogether. 
The epididymis lies between the tumor and the tes- 
ticle. 

In multilocular hydrocele there are several sep- 
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arate tumors accompanying the cord into the abdom- 
inal cavity; their size and number vary. 

Translucency is common to all varieties except 
when the fluid is purulent, or mixed with blood or 
spermatozoa, or in some cases of hydrocele produced 
by the filaria, or when the walls are too thick to pre- 
vent the light from penetrating. 

Pain is not a symptom of hydrocele except oc- 
casionally when it reaches the third stage. 

The skin is considerably thinner in large accumu- 
lations, never adherent or changed in color except 
in suppurative hydrocele. 

In large accumulations the penis is hidden from 
view. 

Hydrocele may be complicated with other affec- 
tions. The most frequent complication is hernia. 
It is difficult to differentiate hydrocele from hernia 
at times; this is especially so of omental hernia 
and diffuse hydrocele of the cord. The most es- 
sential points of difference are: in diffuse hydrocele 
of the cord, although the tumor may diminish con- 
siderably in the recumbent position it can never be 
made to disappear altogether, nor does it extend into 
the abdominal cavity. Translucency can generally 
be made out, and fluctuation while standing can be 
detected in the lower part. The bell shape of the 
tumor is also a help to diagnosis. In omental her- 
nia we perceive more or less impulse on coughing, 
and the tumor, irregular in shape, can almost al- 
ways be replaced. In other forms of hernia, if they 
are irreducible, tympanitic resonance will often be 
present. 

Hydatid cysts may exist alone or complicate a 
hydrocele, and at times they are extremely difficult 
to differentiate. 

In communicating hydrocele associated with 
hernia the diagnosis is sometimes difficult. Where 
there is effusion of serum into an empty hernial sac 
it is impossible to differentiate from a hydrocele. 
The history of each case will be a material help; 
bear in mind that almost all hydroceles are of slow 
insidious growth. 

The aspirating needle under strict aseptic precau- 
tions will help us considerably, but it is not entirely 
devoid of danger, especially if we are not prepared 
to do a radical operation, 

The shape, size, locality, extent of the tumor, 
and the position of the testicle, will be of aid to dis- 
tinguish between the different varieties of hydro- 
celes. A correct diagnosis is very essential, for on 
this depends our treatment. Just fancy for a mo- 
merit that having decided after aspiration that there 
is serum in the tunica, you proceed to inject car- 


bolic acid or iodine into a sac that communicates 
with the peritoneal cavity, and worse yet having 
injected it you proceed to rub its walls, and in do- 
ing so rub acid or iodine into a loop of intestine or a 
piece of omentum. This would indeed be rubbing 
it in! 

In children simple aspiration or puncturing the 
sac with an aseptic needle suffices in the majority 
of cases to effect a cure. In adults these methods 
seldom succeed and we have to resort either to 
injections of chemicals or to more extensive surgical 
procedures, 


The treatment by injection was known to the 
ancients and the names of fluids injected is legion. 
Celsus is said to have used nitre. The two fluids 
more commonly used at the present time are tincture 
of iodine and carbolic acid. Iodine is extremely 
painful, and is apt to produce considerable reaction, 
and to incapacitate the patient for work from a week 
to ten days. 


Pure carbolic acid crystals dissolve by heat and 
the addition of a little glycerine. The injection, 
under proper precautions, of from 30 to 60 drops is 
devoid of pain and of danger, and does not con- 
fine the patient to bed longer than 24 hours. The 
mode of procedure is simple. First, satisfy your- 
self that you are dealing with a case of uncompli- 
cated encapsulated hydrocele. Second, determine 
the position of the testicle, then disinfect the scro- 
tum, and with sterile hands and an aseptic medium- 
sized trocar, tap the sac, avoiding the testicle and 
any large veins on the surface of the scrotum; put 
a wad of absorbent cotton soaked with alcohol over 
the scrotum and around the canula, so that if any 
acid is spilled it is neutralized by the alcohol. After 
withdrawing as much fluid as possible proceed to 
inject from 30 to 60 minims, making pressure, while 
injecting, over the external ring. I have not found 
the use of cocaine of any advantage—the whole 
procedure is painless. In the last sixteen years | 
have used a double canula, the inside one attached 
to a specially-constructed syringe—this prevents the 
acid from spilling either outside or in the layers. 
The patient need not go to bed unless there should 
be too much reaction, then a day of rest and the 
application of an ice bag will suffice. Painting the 
skin over the site of the puncture with collodion 
and the wearing of a snug suspensory bandage com- 
plete the operation, which may be repeated in the 
course of two or three months if obliteration of the 
sac has not taken place. 


Of the open methods of treatment there are 
three: 
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I. The simple incision of the tumor, known as 
Volkmann’s operation, which consists in laying 
open the tumor, irrigating the cavity with a 3 per 
cent. solution of carbolic acid, suturing the edges of 
the serous membrane to the margin of the scrotum 
and packing the cavity with iodoform gauze until it 
closes by granulation. The disadvantages of this 
method are: That it frequently fails either from 
some patch of the serous surface not being destroyed 
and covered with granulations, or from a divertic- 
ulum being overlooked, or in cases of communicat- 
ing hydrocele when the openings are imperceptible. 
Moreover, the advocates of this method tell us that 
if one is rigidly aseptic he may fail to obliterate 
the sac. They do not state how “septic” one dare 
to be. I think that in this aseptic era there is no 
excuse for any operation, no matter how trivial, 
where the strictest asepsis should not be carried 
out. 


2. The second method, known as the eversion 
method, or Jaboulay’s operation, consists in making 
an incision down to the sac (and if this is too large, 
a portion is excised) which is then everted; one or 
two sutures fix the sac behind the testicle; the skin 
is then closed over. The disadvantages of this 
operation are that the everted serous membrane may 
continue to secrete and the fluid dribble out through 
the skin wound. Or the function and nutrition of 
the testicle may be interfered with. 


3. The third method, or complete removal of 
the serous membrane, is known as Bergman’s op- 
eration. It never fails to cure, it keeps the patient 
in bed less than any of the two preceding methods, 
and experience has shown that it does not inter- 
fere with the nutrition or function of the testicle. 
Moreover, in cases complicated with hernia or vari- 
cocele these troubles can be attended to at the same 
sitting. The operation is easy of performance. In- 
cise the tumor until fluid escapes and then proceed 
to peel off the serous coat from the fibrous until 
the edge of the epididymis is reached and all the 
secreting surface is removed. Then reset it all. Be 
sure to ligate all the bleeding points and then in- 
sett a strip of rubber tissue to drain the cavity 
which is otherwise closed with plain catgut, pref- 
erably in two layers; allow the patient to sit up 
in bed in five days and to be out of bed in seven 
days, wearing a snug suspensory bandage. There 
should be very little reaction from this operation. 
If more than the one sac is discovered treat it in a 
similar manner. If hernia or varicocele should 
exist they can be dealt with at the same time. 


Hydrocele per se never endangers life even when 
suppuration takes place. 

The majority of the cases will get well when 
treated once or twice with the injection of carbolic 
acid, the remainder will surely yield to Bergman’s 
operation. 

46 East 92d Street. 


A CRITICISM OF BEVAN’S LIGATION OF 
THE CORD FOR UNDESCENDED 
TESTICLE. 


Eucene H. E1sinc, M.D., 


Adjunct Surgeon Lebanon Hospital, Assistant 
Adjunct Surgeon, Mount Sinai Hospital, 


NEW YORK CITY. 


The technic advised by A. D. Bevan (Jour. Am. 
Med. Assn., September 19, 1903) for lengthening 
the cord in undescended testis is a thoroughly prac- 
tical solution to a difficult problem, and has received 
nigh universal adaptation, 

It has seemed to me, as it has probably to every- 
one, a physiological paradox and contrary to bio- 
logical law to expect an organ to survive after its 
entire vascular supply has been removed, with the 
exception of a very small arterial branch. 

The normal blood supply of the testis is chiefly 
through the spermatic artery, which gives off a 
branch high up which descends with and lies close 
to the vas deferens. 

The technic of Bevan for lengthening the cord 
consists in ligating and severing all structures of 
the cord, except the vas deferens, and its accom- 
panying artery, not only reducing the blood supply 
of the testis to a minimum, but also closing off all 
channels for return flow. The exceedingly good 
results following this procedure demand an explana- 
tion that is not immediately apparent. 

If the survival of the testis, after Bevan’s pro- 
cedure, were dependent upon the blood supply 
through the artery of the vas deferens, as is gen- 
erally believed, it would survive even though the 
testicle were carried through a button-hole in the 
scrotal tissues as in Frank’s operation. Such an 
operation I have seen result unintentionally in the 
practice of a surgeon who attempted to do the Keet- 
ley-Torek operation. The scroto-femoral sutures 
failed to unite, and the testicle was left uncovered 
and outside of the scrotum. The testis became 
gangrenous and sloughed away. 

The point of difference between this accidental 
operation and Bevan’s or Keetley-Torek’s operation, 
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lies in the subcutaneous lodgment of the testicle. If 
now the survival of the testicle is dependent upon 
the subcutaneous lodgment, the operation then takes 
on the nature of a graft, or transplantation. 


Gangrene of the testicle has followed the Bevan 
ligation procedure also when the testicle was made 
to remain in the scrotum. A few such cases have 
been reported, and probably many others exist. 


Such a fatal outcome has usually been attributed to © 


a twisting and consequent obliteration of the artery 
of the vas deferens. Such a twist in a healthy blood- 
vessel, as for instance the kidney pedicle, will lead to 
gangrene of the organ. But in the case of the artery 
of the vas deferens, the slender vessel has been 
dragged upon and stretched, the intima is lacerated 
and thrombosis is invited. 


The idea that this operation is one of true trans- 
plantation is not purely hypothetical, but is based 
upon the observation of two cases operated upon by 
me after the method of Keetley-Torek in which I 
also employed Bevan’s procedure of ligating all the 
structures of the cord, except the vas deferens and 
its accompanying artery. The second stage of the 
operation in both patients was done some four 
months after the primary, and I was immediately 
impressed by the dense vascularization of the peri- 
testicular adhesions, and at that moment was careful 
to preserve most of the new blood supply from the 
scrotal side, 


It seems more than likely that this vascularization 
was in response to Nature’s demands and probably 
accounts for the survival of the organ. 


If this be true, the paradox of the testicle is ex- 
plained, and Bevan’s operation must be looked upon 
in the light of a subcutaneous graft. 

Herewith are appended the two case reports re- 
ferred to above: 


Case I. Boy, 15 years. Testicle on right side 
normal and in scrotum. Scrotum on left side unde- 
veloped and contains no testicle. Left testis not felt 
in left inguinal canal. Occasionally on exertion has 
some pain in left inguinal region. External ring is 
patent and there is a slight impulse on coughing. 
Boy has never known testis to appear in canal. 


Operation, May 5, 1910. Incision made parallel 
to Poupart’s ligament and through external oblique 
aponeurosis. Testis found just inside internal ring. 
Testicle is small with peritoneal mesentery. Cord 
is short and small. Adhesions freed, vas and ac- 
companying artery isolated, all other structures of 
the cord ligated. Rent in peritoneum closed. 
Pocket made in scrotum and opening made in its 
lowest part. Scrotum drawn down to thigh, in- 
cision made in thigh corresponding to opening in 
scrotum, incision deepened to fascia. Posterior lip 


of scrotal wound sutured to inner lip of thigh 
wound. Testicle brought through scrotum and 
sutured with chromic gut to deep fascia of the thigh, 
anterior lips of wound closed. Upper part of 
wound closed in the usual manner. Wound healed 
by primary union. 

Secondary Operation, August 31, 1910. Incision 
through scar separating scrotum from thigh. Tes- 
ticle found densely adherent to neighboring struc- 
tures and adhesions rich in bloodvessels, Skin 
wounds closed, union primary. 

Case II. L. K., aged 20. Testicle has been un- 
descended since birth, has never troubled him until 
six years ago when it suddenly descended into scro- 
tum with pain and nausea. The testicle soon re- 
turned to the inguinal canal. Two weeks ago, after 
lifting a heavy weight, testicle was again felt to de- 
scend into the scrotum, causing much pain. The 
testicle again returned to its former place after a 
day. 

Upon examination the testicle is found to lie in 
the inguinal canal about one and a half inches above 
the external ring. The testicle cannot be dragged 
down. There is no impulse on coughing. The 
testicle is about normal in size, the scrotum on the 
same side is undeveloped. 

The primary operation was done April 27, 1910. 
The secondary operation was done on August 31, 
1910. Both primary and secondary operations were 
in all respects similar to those in Case I. 


SURGERY BY THE UNTRAINED. 


Countless practitioners are at present undertaking 
operations for which they are ill prepared, either by 
observation, adaptability or study of live or dead 
pathology, or familiarization with surgical tech- 
nic. They urge that every good operator has 
deaths and many patients were killed to further his 
skill. The day of sacrifice of human life by the 
novice should be passed. The opportunities for 
hospital training are too numerous to make such 
lack of training excusable for the man who really 
wants to give attention to surgery, and for the man 
who merely wants to dabble for dollars there is no 
excuse. Some knowing their shortcomings invite 
a more or less trained man to “assist” them: They 
should assist the surgeon first, and become some- 
what at home in the work. They will then have 
trouble enough. It is one of the most difficult 
things a surgeon can do, to stand by as “assistant” ” 
to an untrained man. It is difficult enough for the 
surgeon’s brain to direct his own hands, but when 
the message must be carried to the other man’s 
hands the current is short-circuited and the patient’s 
life must occasionally be burned out.—CHANNING 
W. Barrett, in The Chicago Medical Recorder. 
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REPORT OF A CASE OF INGUINAL ECTO- 
PIA TESTIS OPERATED UPON AFTER 
THE METHOD OF BEVAN.* 

Lewis WHITAKER ALLEN, M.D., 
Visiting Surgeon to St. Luke’s Hospital, 

SAN FRANCISCO, CAL. 


This case was one of incarcerated inguinal her- 
nia, associated with an inguinal ectopia testis, the 
testicle being arrested at the internal ring. It is in- 
teresting in that it demonstrated that the testicle 
survived the severing of all structures but the vas 
and its minute artery; that it could not be brought 
freely and without tension into its normal place in 


Fig, 1. Fig. 2. 


FIG. 1.—T, testicle attached to internal ring; S, sac. 
FIG. 2.—Mobility after loosening testicle from sac and ring. T, testi- 


cle; C, cord; V, vas. 

the scrotum without freeing it, not only from all 
structures as mentioned by Bevan, but also by 
severing the numerous delicate perivesical fascicu- 
lar bands in order to allow the vas to come directly 
through at the external ring; and that the replaced 
testicle in a sixteen-year-old boy after three months 
developed to the size of the testicle of the opposite 
side, 

M. S., aged 16 years, had been troubled for years 
with intermittent attacks of pain in the right groin, 
often associated with swelling and redness there. 
The right testicle had never been in the scrotum. 
At the time of the examination he was in the midst 
of one of his periodic attacks, showing distinct 
tumor, redness and tenderness at the internal ring. 
By manipulation the contents of the hernial sac was 


*Read before the California Academy of Medicine at its regular 
meeting in April, 1909. 


FIG. 3—Mobility after dividing muscle, fascia and veins (M, F et V). 
V, vas; spermatic artery. 


returned to the abdomen, a small nodule remaining, 
which could be pushed into the abdomen, but which 
would return as soon as pressure was released. A 
diagnosis was made of incarcerated inguinal hernia, 
associated with an inguinal ectopia testis. Opera- 
tion was advised and consented to. 

The usual incision was made. The hernial sac 
was found to descend about one inch below the tes- 
ticle, into the canal. (Figure 1.) By careful dissec- 


FIG. 4.—Mobility after dividing spermatic artery. FB, perivesical 
subperitoneal fascicular bands, 
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tion it was separated from the cord. A tunic being 
left for the testicle, the sac was freed well into the 
abdomen and sutured. The testicle was found firmly 
attached at the internal ring and immovable down- 
ward, although it could be swung into the abdomen 
through the ring. By very delicate dissection the 
testicle and vas were separated from the ring and 
cord, so that the testicular tunic was unimpaired. 
This allowed but slight mobility downward. (Fig- 
ure 2.) Separating and tying off the muscle, fascia 
and veins allowed the lower pole of the testicle to 
approach the external ring, but not to pass into the 
scrotum. (Figure 3.) It was held by the spermatic 


Fig. 5.—Operation completed without tension. Testicle lying 
in scrotum, 

artery passing upward and outward. After ligating 
this vessel a very decided advantage was gained. 
(Figure 4.) The testicle suspended only by its vas 
and the artery of the vas—forming together a mere 
string—could now be made to enter the pocket pre- 
pared for it in the scrotum. Yet there still was 
some tension which was overcome by dissecting 
some fine subperitoneal fascial bands from the inter- 
nal ring toward the external ring. (Figure 5.) This 
produced a gain of at least one-half an inch, allow- 
ing the testicle to lie in the scrotal pocket free from 
all tension. The scrotal fascia was sutured over it 
and the canal closed by a modified Bassini hernio- 
plasty. The result has been highly satisfactory, as 
stated above, and the patient has suffered no pain 
or inconvenience since the operation. 


FEEDING IN ACUTE PERITONITIS. 

No food of any kind whatever and no cathartics 
should ever be given by mouth in the presence of 
peritonitis, no matter what other form of treatment 
may be contemplated—A. J. OcHsNER in The 
Boston Medical and Surgical Journal. 


THE CLINICAL PECULIARITIES OF GON- 
ORRHEA IN CHILD-BEARING WOMEN. 
Barton Cooke Hirst, M.D., 
PHILADELPHIA, PA. 


Pregnancy, parturition and the puerperium in- 
fluence the course of gonorrhea in women, and 
give it peculiar characteristics. These peculiari- 
ties might be enumerated as follows: the possible 
effect of an antecedent infection upon conception ; 
the consequences of coincident infection and im- 
pregnation; the virulent character of the inflam- 
mation in a pregnant woman; the comparatively 
frequent occurrence of so-called gonorrheal rheu- 
matism; the predisposition to streptococcic auto- 
infection directly after labor; the tendency to 
streptococcic necrosis of the pelvic organs in such 
mixed infections; and the frequent necessity of 
radical surgical treatment to save the patient. 

Several reflections and conclusions, based on ex- 
perience, suggest themselves under each of these 
heads. 

It is commonly and correctly believed that gonor- 
rhea is a cause of sterility; that a salpingitis of 
specific origin necessarily prevents conception. But 
exceptions to the rule must be remembered if we 
are to avoid a mistake in diagnosis that I once 
made. 

The patient had had gonorrheal pus tubes for 
more than a year. On one occasion there appeared 
to be a violent exacerbation of the inflammation 
that induced her to consent to an operation which 
had long before been advised but refused. I found 
an unsuspected tubal pregnancy, with a four weeks’ 
ovum imbedded in the middle of a typical pus tube 
of long standing, with the occluded fimbriated ex- 
tremity and agglutinated plications with which we 
are all familiar. How it got there was a mystery, 
but there it was, with all its possibilities of erosion 
of the tubal wall and an insidious hemorrhage that 
might have had fatal consequences before a correct 
diagnosis was made. 

It is a common experience in hospital practice 
to see cases of coincident infection and impregna- 
tion from the same coitus; and particularly sad or 
even tragic these cases are. The patient is often 
a young girl. There is not infrequently a history 
of seduction, followed by an abortion, either in- 
duced or spontaneous, and a consequent infection 
of the appendages and peritoneum, which may be . 
fatal, or at the best, demands a mutilating opera- 
tion. It is in this kind of case that I think it par- 
ticularly important to save at least one ovary, sew- 
ing over the upper edge of the cut broad ligament 
with catgut after removal of the tube, and avoiding 
mass ligatures. I have followed many of these 
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cases for some years after the operation, with 
satisfaction in observing the continuance of men- 
struation, the absence of pelvic symptoms and the 
patient’s ignorance of her mutilation and irreme- 
diable sterility. 

We have all noticed, I dare say, the exaggera- 
tion of the symptoms of gonorrhea, if the infection 
occurs after pregnancy is well advanced. Two 
cases I recall at the moment may serve as illustra- 
tions. In one, the husband acquired gonorrhea, 
as he cynically confessed, in a house of prostitution, 


and communicated the disease to his wife, who was - 


in the last month of pregnancy. The ensuing vag- 
initis, owing to the local congestion, was extraordi- 
narily acute, but, fortunately, it was possible to 
keep the woman in ignorance of the true nature of 
her disease and to control it so effectually and 
quickly that she escaped pelvic infection in the 
puerperium and the infant’s eyes were unaffected. 
Permanganate of potassium and methylene blue 
are the two remedies most to be depended on, I 
think, in such a case. In the second patient, the 
infection during pregnancy manifested itself most 
severely in the urinary tract. A pyelitis with high 


fever, a leucocyte count of 40,000 and profuse 
pyuria, resisting ordinary treatment, necessitated 
the premature induction of labor. 


While my practice does not often bring me in 
contact with acute cases of gonorrhea in the female, 
my gynecological hospital and dispensary services 
furnish the usual large number of gonorrheal pus 
tubes—hundreds in a year. Out of all this num- 
ber in a period of over twenty years, I cannot re- 
member a single case in a non-pregnant woman, 
of so-called gonorrheal rheumatism—that is, sub- 
acute arthritis of one of the large joints, usually 
the knee. But in the University Maternity I have 
seen a comparatively large number of these cases 
in pregnant and puerperal women, usually with a 
clear history of gonorrhea, or with gonococci in 
the vaginal or urethral discharge. 

I am anxious to hear whether this is the experi- 
ence of other specialists. If mine is not excep- 
tional, then the child-bearing process must be a 
potent predisposing factor in this disease. I might 
say in passing, that the vaccine treatment of this 
affection has disappointed me. On this point, too, 
I should like to hear the experience of my col- 
leagues. 

We have all been impressed, I am sure, with the 
frequency of an autogenous streptococcic infection 
after labor in patients who have had gonorrhea for 
years, or have acquired it during pregnancy. It is a 


common experience in my clinic, to have a woman 
from the slums brought into the hospital in an am- 
bulance, bathed, and put to bed just in time to be 
delivered, having had no vaginal examination be- 
fore delivery and no douching or other provocation 
to infection afterward, develop a severe strepto- 
coccic infection shortly after labor. In most of 
these cases it has been possible to discover a pre- 
cedent gonorrheal infection. It is these women, I 
find, who most frequently require the operative 
treatment of puerperal infection in some of its 
forms, usually for pelvic abscesses, inflammatory 
infiltration of the broad ligaments, interstitial sal- 
pingitis and a necrotic condition of the myome- 
trium, especially at the cornea. 

Occasionally an exceptional variety of pelvic in- 
fection after labor is observed in women whose 
husbands are known to have had gonorrhea. It 
can best be described as a fulminating suppurative 
salpingitis with pus dripping from the fimbriated 
extremities of the tubes, which are not occluded, 
and a vivid red hue of the tubal walls, which are 
somewhat thickened, but soft and friable, in the 
acute stage of round cell infiltration. Flakes of 
lymph cling to the peritoneal covering of the tubes 
and there is a puddle of pus in Douglas’ pouch. 
One would expect this sort of gonorrheal inflam- 
mation to be the result of a recent virulent infec- 
tion, acquired shortly before delivery, but in two 
private cases I recall, the husbands had not had 
gonorrhea for several years before marriage, one 
not for eight years, as far as a careful inquiry 
could establish such a fact, and yet the women, 
shortly after delivery, developed an acute salpingitis 
and pelvic peritonitis with urgent symptoms de- 
manding a hurried operation. Fortunately, the sur- 
gical treatment of these cases, as well as of the 
more common types of mixed infection, is usually 
successful. 


It is scarcely necessary to point out that gonor- 
rhea is a serious complication of the child-bearing 
process; that women with gonorrhea should not 
conceive until the disease is cured; that pregnant 
women with gonorrhea should be treated with more 
energy than is usually required and that the 
puerpera may require radical surgical treatment to 
save her life. 


In an emergency instruments may be sterilized 
in a solution of iodine, one dram to the pint, allow- 
ing them to remain in it for ten minutes—G. H. 
PALMERLEE in Detroit Medical Journal. 
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SUPRA-VAGINAL HYSTERECTOMY IN 
DOUBLE GONORRHEAL SAL- 
PINGITIS.* 

CLARENCE REGINALD Hype, A.M., M.D., 
Associate Gynecologist and Lecturer in Gynecology, 
Long Island College Hospital; Consulting Gyne- 
cologist, Hempstead Hospital, L. I.; Gynecol- 
ogist in Chief, Polhemus Clinic; Fellow of 
the Woman’s Hospital (N. Y.); Brook- 
lyn Gynecological and New York 
Obstetrical Societies. 


BROOKLYN, NEW YORK CITY. 


Whether or not the uterus should be removed 
during an operation for double gonorrheal salpin- 
gitis is as much a mooted question as the route to 
elect in the attack on some other gynecological con- 
ditions. That some operators hysterectomize, while 
others retain and suspend the uterus, indicates a 
variance of opinion. And yet there appears to be 
arguments which are convincing enough in their 
premises to formulate the dictum that it is good 
surgery to remove all uteri in the presence of 
double gonorrheal tubal lesions. All operators 
agree, of course, that where both ovaries are re- 
moved at the same time as the tubes, removal of the 
uterus is imperative. 

For the sake of clearness, it is purposed in this 
paper to class as gonorrheal salpinges, necessitating 
ablation, all that are elongated and either kinked or 
convoluted, with ostia sealed by either peri-metritic 
or salpingitic closure, and with varying thickening 
of their walls or adherent in any degree to adja- 
cent structures. They may be the seat of an acute 
suppurative procéss, or only slightly purulent or 
filled with cheesy material, or showing no pus at 
all on cut section. But they should possess that 
characteristic macroscopical appearance, which to 
the trained eye proclaims a pathological and usually 
gonorrheal tube. They are to be found in patients 
in whom a gonorrheal history is obtained or sus- 
pected, and whose cervical discharge has been micro- 
scopically examined for the Neisser diplococcus. 
And when confronted with such tubes, salpingos- 
tomy is never justifiable. Conservative work on 
gonorrheal tubes offers poor results at the best, as 
all authorities are agreed as to frequent recurrence 
of trouble. 

\It is positively stated that conservative work on 
such tubes invites a future ectopic gestation. Giles 


*Read before the Long Island Medical Society, Nov. 1, 1910. 


reports seven cases of extrauterine pregnancy 
after conservative operation on that adnexum. Bis- 
sell reports a most interesting case in which he 
removed one pus tube on one side, leaving a small 
portion of the ovary. On the other side he re- 
moved the ovary and left a small portion of tube; 
the uterus was left also. Six months later he 
operated for an ectopic gestation in the stump of 
the conserved tube, removing nearly all of the tube 
at the second operation. He was surprised when 
she later walked into his office, six months preg- 
nant in the uterus. And yet, remember it is not 
often such good results happen. We hear of one 
every time it does, but we do not hear of the many, 
many cases in which conservative work has been 
done on tubes and ovaries and no pregnancies fol- 
low, i.e., we hear of too few failures. 


Clark and Norris both affirm that the “end re- 
sults of salpingostomies are disappointing.” “Preg- 
nancy rarely takes place as the newly-formed ostia 
quickly become occluded and cause a recurrence of 
symptoms.” They agree that conservatism with 
macroscopically diseased tubes is unsatisfactory, 
and that small adherent tubes in which the abdom- 
inal ostia are closed should be excised. Further, 
they believe that the only cases in which salpingos- 
tomy is justifiable are in old non-active hydrosal- 
pinges. 

It is, therefore, with such tubal conditions pres- 
ent as I call attention to that the question arises as 
to valid arguments for or against a hysterectomy 
in addition to the enucleation of the diseased tubes. 


From a personal operative experience embracing 
both methods and from noting the subsequent clin- 
ical post-operative symptoms, my own choice is a 
supra-vaginal hysterectomy and leaving both 
ovaries, if possible. Such an operation is not only 
safe and sane in its surgical technic, but as an 
operation per se it is a finished one. 


The basis of this paper is simply from clinical ob- 
servation of post operative symptoms and is for- 
tified by a strong personal opinion and choice, 
which I know are not shared by many operators. 


It was found that in some cases in which the 


uterus was allowed to remain, recurrent attacks of 


vaginitis and urethritis developed, during which © 
the gonococcus could be demonstrated in smears; 
that the suspended uterus usually remained subin- 
voluted, heavy, and tending to prolapse (and in 
two cases broke away from its new suspension, 
promptly retroverting) ; further, that leucorrhoea 
and backache were common and the whole conva- 
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lescence less easy than with the other method It 
is also my claim that a uterus retained after double 
salpingectomy is a useless organ, menstruating to 
no purpose, with no place in the pelvic economy, 
as it has no child-bearing function. Such uteri 
are clearly drags, and they remain always a pos- 
sible prey to cancer, fibroids, or degenerative 
changes. I have demonstrated in such uteri the 
presence of the gonoccoccus in the cervical dis- 
charge collected on a “24 hour tampon.” Those 
who advocate the retention of the uterus contend 
that it preserves the integrity of the vaginal vault ; 
that most women prefer its remaining, as a matter 
of sentiment; as they are not then wholly unsexed ; 
that the time of the operation is shortened and the 
patient subjected thereby to less shock; and their 
most valid reason—that the menstrual function is 
preserved. These contentions will be disputed 
seriatim. 


The vaginal vault can be as well preserved after 
supra-vaginal hysterectomy as when the uterus is 
left. The best authorities acknowledge the truth 
of this statement. After excising a wedge- 
shaped piece from the cervical stump, its canal is 
thoroughly cauterized to kill all infection. The 
stumps of the broad and round ligaments are then 
sutured into this cervical stump, these sutures act- 
ing at the same time as closure sutures. This op- 
erative technic holds the cervical stump in place 
by good ligamentous support, and as effectively 
preserves the integrity of the vaginal vault as does 
a retained suspended uterus. Both ovaries are left, 
if possible. If not, as much of one or a portion of 
one as consistent with existing conditions. If con- 
servative ovarian work is done, use very fine suture 
material and small needles. Bruise or mutilate the 
ovarian structure as little as possible and do not 
strangle the ovarian tissue by drawing the sutures 
together too tightly. The cut surfaces should b: 
coapted accurately, and the ovary or ovaries lefi 
in good position by properly “tacking them up” to 
prevent prolapse or interference in the circulation. 
It is only by such careful technic that we will 
obtain good results in conservative ovarian work. 
All pus ovaries should be removed. 


Do the majority. of these women wish their 
uterus retained? They do, if facts are not properly 
interpreted to them, as sentiment plays a very im- 
portant part in such operations. I have been 
forced to retain uteri through the patient’s ex- 
pressed wish, as they would rather have a uterus 
than none at all. But I believe gonorrheal lesions 


should not be touched until there is a definite un- 
derstanding beforehand with the patient. It has 
been my fortune to have most patients consent to 
the radical operation when proper arguments were 
advanced. The judgment of the operator alone 
should dictate necessary operative measures, and 
not the whims or fancies of the patient, or of her 
numerdus friends. Sentiment only, not knowledge 
of conditions, sways their opinions. 


The length of time necessary to perform a supra- 
vaginal hysterectomy and complete the peritoneal 
toilet whether the tubes are adherent or not, is no 
longer than required to free both tubes from their 
adhesions, tie them off, exsect both uterine cornua 
(as should be done) and finally suspend the uterus 
by whatever method is elected. Whether we hys- 
terectomize or not, our time is not so much occu- 
pied in the removal of the uterus as in freeing the 
tubes from their bed of adhesions or exercising 
precautions not to rupture if present, purulent col- 
lections. With either method we have to work the 
same amount of time on the tubes. Both ovaries, 
or one, or a portion of one, are left to avoid the 
nervous phenomena of an artificially induced meno- 
pause. Also by doing this, these patients will have 
an active sexual life, though menstruation may be 
absent. Baldwin thinks that by leaving the uterus 
with its ovaries, too, there is more marked sexual 
instinct than when the ovaries only are left. Clark 
and Norris point out the fact that leaving ovaries 
after a hysterectomy maintains the sexual function 
and quote Holzbach, who maintains that when one 
or both ovaries are spared such ovaries not only 
retain their function, but ovulate regularly for 
many years. 


Again, we are beginning to know that uteri left 
after double salpingectomy for gonorrheal tubes 
may remain as infected foci. I have personally 
demonstrated gonococci in post operative cases in 
which the uterus was left, the tampons collecting 
the discharge being left against the cervix for 24 
hours. 


Crossen says that a chronic infective endome- 
tritis follows acute infective endometritis either 
gonorrheal or septic, and in some cases the process 
does not disappear after the acute symptoms sub- 
side, but remain for months and years, causing 
troublesome leucorrhea and menstrual disturb- 
ances. We are not at all sure of the length of life 
of the gonococcus in all our cases, although in the 
tubes it is usually short lived, six to eight weeks. 
Gonococci travel, not by lymphatics as much as by 
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continuity of structure. They are essentially a 
mucous membrane germ. The gonococcus, there- 
fore, in a sealed gonorrheal salpinx, finds itself 
after a time in uncongenial soil. As the ends of 
the tubes are sealed it cannot migrate to new fields, 
so as a rule, it slowly starves to death. Yet Neisser 
in 143 cases of ablated tubes found gonococci in 
80 after a latent period of from two months to 
two years. Menge examined the tissues of 122 
tubes in purulent salpingitis, and by numerous cul- 
tivation experiments, found gonococci in 28. 
Pathologists agree that the germ thrives very well, 
also in the utricular glands. Schindler acknowl- 
edges that there is a large percentage of gonococ- 
cal infection above the internal os, in the uterine 
mucosa and muscularis. In support of this theory 
he thinks that the uterus has an active movement, 
involuntary, and not controlled by the central nerv- 
ous system, especially so as the gonococci are not 
motile. 


Who, then, is to say that the uterus is not in- 
fected—and who can deny that a train of persistent 
uterine symptoms often follows, such as leu- 
corrhoea, backache, heavy dragging pelvic sen- 
sations—recurrent vaginitis with gonococci pres- 
ent? Iquote Reed: * * * “Even in cases 
of gonococcus infection, in which the pathologic 
changes have been manifested in the deep utricular 
glands—and in the muscular stroma, with which 
they are surrounded, hyperplasias of a more or less 
permanent character are established. These are 
the cases which furnish the distressing examples of 
persistent painful uteri following ablation of the 
appendages. It is to be acknowledged that the re- 
moval of pus tubes does not restore many of these 
cases to even symptomatic health. In many cases 
an infected uterus, in spite of repeated currettage, 
remains an infected uterus, after the removal of the 
diseased appendages.”’ Reed further states that prim- 
ary surgical recovery, with hysterectomy, is more 
uniform and attended with fewer embarrassing 
incidents than that following ablation of the appen- 
dages alone. 


The most debatable argument advanced in favor 
of retaining the uterus after ablating both tubes is 
that with uterus and ovaries in situ the menstrual 
function is preserved. Granted—but of what par- 
ticular use is this to the woman, since the child- 
bearing function of the womb has been destroyed? 
Most women have no particular use for their 
monthly habit after removal of the uterus unless 
they wish to become pregnant. So long as their 
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ovaries are retained and they are spared the hor- 
rors of an artificial menopause, I can see no valid 
reason to retain a possible infected organ, and one 
which is usually subinvolated, causing leucorrhoea 
and even backaches. I have interrogated many 
women who tell me that they look forward to the 
time when they cease menstruating. The retention 
of the ovaries alone preserves an active sexual life. 
The woman is not completely unsexed, and with 
the operation which I advocate, a small portion of 
the uterus is left. These patients, some of them, 
menstruate regularly and for long periods. One 
needs only to compare Clark and Norris’ results in 
188 cases of conservative operations of pelvic in- 
flammatory disease to see that in all the cases (7) 
in which a supra-vaginal hysterectomy was per- 
formed, and with bilateral salpingectomy, all were 
cured. In the remaining cases (181) in which the 
uterus was left and all kinds of conservative work 
performed on the tubes and ovaries, the proportion 
of cures falls considerably below 100 per cent. 

In epitomizing, I base my choice of supra-vaginal 
hysterectomy entirely on post-operative clinical 
symptoms. Pathology is a wonderful aid in our 
work, and theories oftentimes work out well both 
pictorially and in monographs, but they fail to com- 
prehend end results as we see them clinically, at 
the bedside, in the clinic itself, and in our offices. 
It is the patient’s comfort with which we are con- 
cerned, and I find convalescence easier in all ways 
when a supra-vaginal hysterectomy is performed. 
These opinions are radical, but it is hoped that 
others working in this special field will add their 
experiences to those already submitted, as it is only 
by comparisons of such data that accuracy of state- 
ments and opinions can be established. 
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CANCER OF THE STOMACH. 


Cancer of the stomach should be as curable as 
cancer of the breast, but unfortunately it is usually 
neglected until a period when cure is out of the 
question. It has been our habit in the past to wait 
too long for a diagnosis. It is conceded that when 


cancer of the stomach can be positively diagnosti- 


cated, it is too late to expect a cure by operation; 
therefore we are brought to the position that can- 
cer of the stomach should be prevented—in other 
words, we should operate in the precancerous stage, 
namely, during the period of precancerous ulcer.— 
ParKErR Syms, in The New York Medical Journal. 
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A CRITICISM OF THE TECHNIC OF 
URETERAL CATHETERIZATION OF 
DR. HOWARD KELLY, (PUB- 
LISHED IN THE AMERICAN 
JOURNAL OF SURGERY, 
JANUARY, 1g11). 

Avex. H. O.’Ngeat, A.D., A.M., M.D., 


Physician to the Cathcart and Richardson Home, Devon; 
Anesthetizer to the Bryn Mawr Hospital. 


WAYNE, PA. 


The method of Dr. Kelly allows of inspection of 
the bladder by the Kelly cystoscope. If only one 
ureteral orifice is found to be “puffy or edematous” 
or surrounded by an area of ulceration, the ureteral 
catheter is introduced only into this orifice, the 
urine then drawn by ordinary soft rubber catheter 
from the bladder itself, being said to come from 
the opposite kidney. 

The objections to this method are as follows: 

First, it is impossible to practice chromocystom- 
eteroscospy (a valuable method) by Kelly’s technic 
and get the functional value of each kidney. I have 
recently seen in a case of my own, urine coming 
at the same time, out of the ureteral catheter and of 
the orifice of the ureter. In this case the right 
kidney was functionally deficient, but not infected. 
while the left kidney was functionally perfect, but 
infected by the colon bacillus. Imagine yourself 
drawing any correct conclusions from the method 
advocated by Dr. Kelly! Both kidneys would be 
declared to be functionally perfect. 

Second, a correct bacteriological examination 
could not be made, as we would get the infection 
from the bladder, and both kidneys mixed. There- 
fore, how draw any correct conclusions? In the 
case mentioned above, both kidneys would be de- 
clared infected. 

Third, if the bladder is infected, how say that 
the kidney is not infected? 

This method, as applied to the case alluded to 
above, with one kidney functionally imperfect, the 
other kidney functionally perfect but infected, would 
certainly lead to a wrong diagnosis. 


Tue Morrarity oF DELAay. 
Next to malignancy, probably the darkest chapter 


in surgery is that of intestinal obstruction, the mor- 
tality being variously estimated at from 65 to 85 
per cent. A small part of this exceedingly high 
rate is legitimate; the greater part of it, however, 
represents the mortality of delay. The relief of 
pain with morphia, and the ineffectual administra- 
tion of purgatives, does not constitute conservative, 


but, on the contrary, reckless treatment—IRvIN 
Anett, in the Kentucky Medical Journal. 
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THE RESULT IN TWO CASES OF EXTRA- 
PERITONEAL TRANSPLANTATION 
OF URETERS INTO THE RECTUM 
FOR EXTROVERSION OF THE 
BLADDER FOUR AND ONE- 

HALF (4%) YEARS 
AFTER OPERATION. 


J. V. Akumucum, M.B., 
Medical Officer in Charge Victoria Hospital, 
BANGALORE, MYSORE PROVINCE, SOUTHERN INDIA. 


On August 20, 1906, in the Victoria Hospital, at 
Bangalore, Mysore Province, Southern India, a 
boy, aged 18 years, was operated upon for extro- 
version of the bladder and the ureters were trans- 
planted into the rectum, according to the method 
advised by Mr. Peters, of Jaranto. The patient 
was discharged from the hospital 58 days after the 
operation. At the time he left the hospital he was 
able to retain urine in his rectum for about four 
hours during the day and for nearly nine hours at 
night, i.e., (during sleeping hours, from 9 p. m. to 6 
a. m.). 

On April 15, 1907, a boy, aged 13 years, had his 
ureters transplanted into the rectum for extrover- 
sion of the bladder, and. was discharged from the 
hospital three months after the operation. This pa- 
tient was able to retain urine in the rectum for about 
four hours during the day and for nearly five hours 
at night at the time of his discharge from the hos- 
pital. 

I have seen both these patients several times. 
The second case was seen by me on February 16, 
1911, when I found that he was able to retain urine 
in his rectum for nearly six hours during the day, 
and was at times disturbed at night only once be- 
tween 9 p. m. and 6 a. m. 

The first case of extroversion of bladder was last 
seen by me about three months ago, when the pa- 
tient was able to retain urine in his rectum from five 
to six hours during the day and for nearly eight 
hours at night. 


CARELESS TREATMENT OF ABDOMINAL CONDITIONS. 
By giving something for the relief of indigestion 
in the chronic case, without a physical examination 
demonstrating the presence of a gastric or duo- 
denal ulcer or gallstones, the physician may be re- 
sponsible for the peritonitis which may occur weeks 
or months later as a result of perforation. Quite 
as certainly, by giving a cathartic for acute indiges- 
tion without a physical examination in a case of 
gangrenous appendicitis, he may cause a distribu- 
tion of the infectious material over the entire peri 
toneal cavity by stimulating peristalsis, producing 
a diffuse peritonitis. This in turn may destroy 
the life of the patient in a few days.—A. J. Ocus- 
NER in The Boston Medical and Surgical Journal. 
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IS MASSAGE ALWAYS CONTRAINDI- 
CATED IN ACUTE GONORRHEAL 
PROSTATITIS? 

We are accustomed to reading in text-books and 
monographs that with the development of acute 
prostatitis as a complication of .gonorrhea local 
(urethral) treatment should be discontinued and, 
especially, massage of the prostate should be by 
all means avoided. If the former advice is based 
on a timidity or conservatism that is not always 
justified, the latter, at least, is certainly sound for 
the great majority of cases. There is no doubt 
that in most instances massage of the acutely in- 
flamed prostate will not only increase the patient’s 
sufferings, but will be very apt to lead to greater 
trouble in the gland itself or in other organs. But 
as we have previously pointed out,* there is a type 
of acute suppurative gonorrheal prostatitis, occa- 
sionally encountered, in which massage, far from 
being contraindicated, is the treatment that should 
be followed! In these cases “the symptoms do not 
abate until daily expression of the pus by massage 
is undertaken, and then they subside very quickly.” 

If, then, in most cases of acute gonorrheal pros- 
tatitis a single massage may be followed by disas- 
trous results, and in a few cases massage is the 
treatment that should be employed, how are these 
latter to be recognized? To set up, as nearly as 


2 *Surgical Suggestions, November, 1910. La 


possible, a specific indication: if in a case of gonor- 
rheal urethritis there develop symptoms of pros- 
tatitis or (and) cystitis (for in these cases the 
sometimes uniformly turbid urine gives the im- 
pression of a cystitis) and if frequent irrigation 
of the bladder and urethra does not effect a clear- 
ing of the urine and diminution in the frequency 
of micturition, insert the finger into the rectum 
and gently compress (slightly massaging) the pros- 
tate—selecting, if there be such, the most promi- 
nent or softest area. If pus then escapes from the 
urethra the indication for massage is established. 

Massage in these cases is scarcely more painful 
than is massage of the non-infected gland. Never- 
theless, it should be conducted with great gentle- 
ness at first; as the tolerance of the gland is learned 
greater force may be used, if needed. This mas- 
sage should be performed daily, and followed by 
irrigation. If the pus is considerable in amount 
(and it is apt to be), and reaccumulates rapidly, 
two treatments a day may be desirable for a short 
time. Within a week the amount of pus expressed 
will be markedly diminished, the urine will be much 
clearer and the subjective symptoms will have sub- 
sided. In two to four weeks—the massage mean- 
while at longer intervals—no pus will be seen in the 
prostatic fluid expressed and, under continued treat- 
ment, gonococci and pus cells disappear. 

We are prepared for the criticism that these 
cases would get well under the usually employed 
conservative treatment by recumbency, internal 
medication, etc.; and we are equally prepared to 
dispute it. Indeed, we are satisfied that this type 
of prostatitis (in which the acini are probably 
loaded with pus and in which perhaps minute 
abscesses have also formed), unless managed by 
massage, passes on to the development of an 
abscess.—W. M. B. 


THE NATURE OF RENAL COLIC. 

Despite convincing evidence to the contrary by 
recent observers, tle impression still seems to be 
general that renal colic, in cases of calculus, is due 
te the passage of stone down the ureter. Experi- 
mental and clinical studies demonstrate that 
whether the stone lies in the pelvis or the ureter. 
the colicky pain occurs only when the tension in the 
renal pelvis is increased. Bevan’ cites the case of 
a young woman who had had a right-sided nephrec- 
tomy for tuberculosis. She again came under ob- 
servation suffering from anuria. The solitary kid- 
ney was drained. A few days later X-ray exam- 
ination demonstrated a stone in the upper part of 


1 Bevan—Jour. Amer. Med. Assoc. LIV. No. 9, 1910. 
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the left ureter. Although the patient was abso- 
lutely free from pain, this stone was observed (by 
successive X-ray pictures) to pass down the ureter 
and into the bladder. 

A considerable number of similar cases have been 
reported in the literature, and it may be stated that, 
in all likelihood, the passage of a stone always de- 
pends on the peristaltic action of the ureteral mus- 
culature and not upon vis a tergo. The latter force, 
the consequent increase of tension in the pelvis of 
the kidney are the source of pain. In fact, Kelly’ 
has advocated distension of the renal pelvis for 
diagnostic purposes. Right-sided renal colic is 
often difficult of differentiation from biliary, appen- 
dicial, and other colics. If the renal pelvis is dis- 
tended with fluid injected through a ureteral 
catheter passed into the pelvis, patients will at once 
suffer from colic and in very many instances will be 
able to state whether or not the experimentally in- 
duced pain resembles the pain of which they com- 
plain. Freeman,? employing Kelly’s method, has 
found it of considerable diagnostic value. 

It may be stated as a general dictum that pain 
does not result from the passage of a stone along 
the excretory duct of any organ—kidney, gall-blad- 
der, salivary glands, etc——but depends upon in- 
creased tension within the organ concerned.—H. N. 


2 Quoted by Freeman, Surg. Gynec. and Obstet., 1910, p. 36. 


Surgical Suggestions 


“Non-bacterial” pyuria is very suspicious of 
tuberculosis. 


In nephrectomy for hypernophroma it is very 
important to remove the renal vein. 


The transperitoneal route, with retraction of the 
colon, affords the best exposure in radical neph- 
rectomy for neoplasm. 


In case of urinary extravasation from rupture of 
the urethra, make no attempt to pass a catheter, 
and waste no time in incising the edematous area, 
but perform perineal urethrotomy at once. 


In pyuria of prostatic origin—as shown by mas- 
sage—if there has been no recent infection and, 
especially, if the pus is germ-free, prostatic calculi 
should be thought of. A skiagraph will determine 
their presence or absence. 


In any case in which catheterization is required, 
however careful the nurse or physician, administer. 
hexamethylenamine as a_ prophylactic against 
cystitis. 


Don’t jump to the conclusion that a benign 
stricture of the rectum is syphilitic. Gonorrheal 
proctitis causes dense cicatricial infiltration. 


If a hernia suddenly becomes irreducible, advise 
prompt operation ; if the patient vomits, even once, 
insist upon it! 


As part of a hernioplasty it is always worth 
while to reduce by sutures the hiatus in the trans- 
versalis fascia whenever this can be conveniently 
done. 


There is no convincing argument in favor of 
amputating normal omentum found in a hernia. 
There are sound arguments against it. 


When performing lateral anastomosis after in- 
testinal resection, make the opening reasonably 
near the closed ends. Long blind pouches may give 
trouble. 


A sharp pain felt at the outer end of the groin 
upon sudden motion of the thigh, as in starting for- 
ward from a crouching position in a foot race, sug- 
gests fracture of the anterior spine of the ilium. 
This occurs usually in adolescents. 


If a urethral discharge persists in spite of active 
treatment, especially if it be by silver salts, dis- 
continue treatment for a while. 


The surgeon who adopts the rule not to tie off the 
neck of an inguinal hernia sac until he has dissected 
from it all doubtful fatty masses will save himself 
the embarrassment of occasionally injuring the 
bladder. 


Smearing vaseline over the buttocks in a rectal 
examination, scratching the furniture with basins, 
spattering the carpet with plaster of Paris, are some 
of the “little things” that will lead some patients te 
consult thereafter surgeons with more neatness, if 
less skill. 


In suitable cases excision of the tract of a fistula 
in ano may result in a speedy cure. Persistence of 
the fistula may follow the operation, but so may it 
follow the slow healing procedure of free incision. 
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Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor 


The New York State Employers’ Liability Act 
has been declared unconstitutional. New Jersey 
has enacted a new liability law for the protection 
of labor. Nine states are investigating industrial 
accidents with a view to advocating measures for 
the reduction of the accidents and for the purpose 
of adequately regulating the burdens of the losses 
of life or the reduction of potential human power 
upon the industries responsible for them. The De- 
partment of Commerce and Labor has issued a val- 
uable volume dealing with workmen’s insurance and 
compensation systems in Europe. The American 
Academy of Political and Social Science devoted 
five sessions to the consideration of Risks in Mod- 
ern Industry. 

The meaning of all this interest lies in the ap- 
preciation of the fact that human life has hitherto 
been held to be cheaper than any other form of ma- 
chinery. In a sense labor is to-day being construed 
as capital and therefore greater effort is to be made 
to prevent its wastage. 


John Mitchell has rightly said: “It is a strange 
commentary upon our boasted American civiliza- 
tion that in the United States nearly three times as 
many persons, in proportion to the number em- 
ployed, are killed or injured in the course of their 
employment as in any other country in the world.” 
The excellent development of the American hospital 
system bears testimony to the over-development of 
operative procedures from unnecessary causes. The 
cost of preventable surgery is borne by the local 
community and not by the industry that is respon- 
sible for it! The problem of the employers’ liabil- 
ity has long been recognized, but the difficulty has 
been to determine to what extent the laws of negli- 
gence should be made applicable to employers. 

Surgeons possess a wonderful opportunity to 
demonstrate the levy of life.and limb that is taken 
by the industrial Minatour. Surgical activity after 
an accident is insufficient. Surgeons should seek to 
‘throw light upon the errors of the present system 
of handling work-accidents with a view to securing 
adequate constructive legislation that will tend to 
reduce the number of accidents and at the same time 
bring about a more just distribution of the burdens 
arising therefrom. 

To secure the fundamental information that is 
essential for appreciating the injustice of the pres- 
ent methods in the United States two recent pub- 
lications are most valuable. Work-Accidents and 
the Law,* by Crystal Eastman, gives the fairest 
presentation of the causes, economic cost, cure and 
prevention of industrial accidents. Workingmen’s 
Insurance in Europe,* by Lee K. Frankel, and Miles 
M. Dawson gives the necessary information for a 


*Charities Publication Committee, Russell Sage Foundation. 


clear perspective. Industrial accidents, as handled 
by eleven European countries as insurance prob- 
lems, form as important a topic as does the prob- 
lem of insurance against sickness and death. In 
most of the discussions upon the problems of in- 
dustrial accidents, no medical or surgical voice has 
been raised. The careful administration of any 
laws relating to this subject will require the active 
co-operation of the surgical fraternity. Intelligent 
co-operation must be based upon adequate informa- 
tion. The subject is new and at present the books 
are few so that a perusal of the two volumes men- 
tioned will arouse interest in the subject of pre- 
ventable accidents and the general questions 
emanating from any attempts of adjusting them. 


In May, 1912, the International Conference of 
the Red Cross will be held at Washington, D. C. 
At this time the Marie Feodorovna prizes, estab- 
lished by the Dowager Empress of Russia, will be 
awarded. There are to be nine prizes—one of 6,000 
rubles, two of 3,000 rubles each, and six of 1,000 
rubles each. The subjects for the competition are 
as follows: 


(1) Organization of exacuation methods for 
wounded on the battle field, involving as much 
economy as possible in bearers. (2) Surgeon's 
portable lavatories for war. (3) Methods of apply- 
ing dressings at aid stations and in ambulances. (4) 
Wheeled stretchers. (5) Support for a stretcher 
on the back of a mule. (6) Easily portable folding 
stretcher. (7) Transport of wounded between men- 
of-war and hospital-vessels and the cost. (8) The 
best method of heating railroad cars by a system in- 
dependent of steam from the locomotive. (9) The 
best model of a portable Roentgen-ray apparatus, 
permitting utilization of X-rays on the battlefield 
and at the first aid stations. 


The largest prize will be awarded for the best 
solution of any question irrespective of what the 
question may be. 


During 1910 seventy-six children of school age 
were killed and 215 were seriously injured by vehi- 
cles on the streets of New York City. In the same 
city during 1909 the list of children admitted to 
the accident wards of the hospitals of Manhattan 
and the Bronx included 1,206 names. The National 
Highways Protective Society believes that about 40 
per cent. of the accidents are due to the negligence 
of the children. Boston schoolmasters have already 
formed a Committee on Prevention of Street Acci- 
dents to Children. Streets apparently are not for 
children, but for the purposes of traffic and adult 
pleasure. Children unfortunately do not possess 
adult intelligence nor self-possession in the face of 
impending accidents. School children may be 
trained as to their rights on the streets or may be 
given instruction in the first aid to the injured, but 
the best method of preventing street accidents to 
children lies in adequate regulation of the speed 
laws, the establishment of isles of safety on the con- 
gested streets, the proper police protection of street 
crossings at the times of the day that tney are most 
used by the children going to and from school, the 
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removal of grade crossings of railroads and sim- 
ilar civic procedures. 

‘Keep the children off the streets” is easily said, 
but the children, have some rights to the street, 
especially in those congested parts of cities where 
the streets are the most dangerous. Children must 
play. In the rural districts, or in cities where the 
home possesses a yard, the street accident is a rarity. 
To lessen the casualties to children in cities, play- 
grounds and parks are essential. Recreation cen- 
ters, whether on school grounds or on piers, are 
valuable means of preventing the loss of children so 
unnecessarily. The setting aside of special streets 
as playgrounds for children has been tried abroad, 
but is not much appreciated by Americans. Chil- 
dren are entitled to protection because they are un- 
able to care for themselves. Being a baby has been 
classed as a hazardous occupation, and even child- 
hood may be regarded as a semi-hazardous occu- 
pation when interpreted in the light of its physical 
dangers. 


Book Reviews 


Gonorrhea in the Male. A Practical Guide to Its Treat- 
ment. By L. M.D., Consulting 
Genito-Urinary Surgeon, Central Islip State Hospital ; 
Visiting Genito-Urinary Surgeon, People’s Hospital, 
West Side German Dispensary and Beth Israel Hos- 
pital Dispensary; Professor of Genito-Urinary Dis- 
eases, New York School of Clinical Medicine. Duo- 
decimo; 175 + VI. pages; 50 illustrations. New 
— THE INTERNATIONAL JOURNAL OF SURGERY Co., 


This small manual consists of a series of carefully re- 
vised connected articles recently published in The Inter- 
national Journal of Surgery. It presents in an altogether 
practical manner the symptomatology and intelligent treat- 
ment of acute and chronic gonorrhea in the male and its 
more common complications. 


Wolbarst urges the importance of gentleness and con- 
servatism in acute gonorrhea. “The human urethra is not 
a glass test-tube.” “The more virulent the inflammation 
in the canal the less powerful and irritant is the remedy 
to be applied.” Except for non-specific urethritis Wol- 
barst discourages the Janet irrigation method, and em- 
ploys the injection of solutions of silver salts, to be held 
in the urethra ten minutes or more, increasing the 
strength as the process subsides, the injections to be 
made once or twice daily by the physician himself. He 
finds internal medication, especially methylene blue, 
helpful in acute gonorrhea. 


Wolbarst does not follow blindly the time-honored dic- 
tum to discontinue local treatment when prostatitis de- 
velops. He does repeat, however, the time-honored and 
generally accepted teaching that “under no circumstances 
should the prostate be massaged while the inflammation 
is at its height.” (See editorial in this issue.) 


The technic of urethroscopy in chronic gonorrhea is 
described with, however, only brief notes on endo-urethral 
treatment. Electrolysis is dismissed with a few lines. 
Wolbarst briefly describes the Goldschmidt method of pos- 
terior urethroscopy and refers to the recent instrument of 
Buerger. He deprecates the routine use of sounds and 
dilators in posterior catarrhal urethritis in the absence 
of a stricture or infiltrate. 


We commend this sensible manual as a safe and intelli- 
gent guide. 


The Surgery of Childhood, including Orthopedic Sur- 
gery. By Der Forest Writarp, A.M., M.D., Ph.D. 
Octavo; 757 pages; 712 illustrations, including 17 in 
colors. Philadelphia and London: J. B. Lipprncorr 
CoMPANY, IQII. $7.00. 


The recent death of Dr. Willard has deprived the com- 
munity of a conscientious and able surgeon, a competent 
consultant in orthopedics, a prolific writer, and an ex- 
cellent teacher. As a pioneer in American orthopedic 
surgery it was most fitting that a book on the surgery of 
childhood should be undertaken by him and it is to be 
regretted that he did not have an opportunity to hear the 
words of appreciation that his last work must receive from 
the surgical profession. 


As might be expected the bulk of the volume has been 
given over to the otrhopedics of childhood. In fact, 
only 225 pages are devoted to general surgical conditions, 
surgery of the head and face, the neck and chest, the 
abdomen, the genito-urinary organs, and burns, frost- 
bites and boils. With this disproportionate division of 
the text it is but to be expected that many general sur- 
gical conditions fail to receive their merited attention. 
Special stress has been placed upon appendicitis, hernia, 
foreign bodies in the air passages, and laryngeal diph- 
theria; in fact, these themes form one-fifth of the mate- 
rial exclusive of the pages devoted to orthopedics. 
Syphilis as an inherited disease receives four pages and 
movable kidney only twelve lines, while acromegaly, which 
is very rare under the age of fifteen years, is given 
one-half a page. The consideration of the subjects of 
hypospadia and epispadia and extrophy of the bladder 
is particularly full and detailed. 


While styes may be classed under the head of boils 
the advice to incise, curette, and follow with a drop of 
carbolic acid is rather dangerous for a lesion so near 
the eye. The discussion of nevi fails to mention the use 
of freezing methods. Infantile hypertrophic stenosis of 
the pylorus receives inadequate attention. The most 
surgical procedure in the treatment of enuresis is not 
mentioned, i. ¢., the passage of sounds. The surgery of 
otitis media is dismissed by stating that the condition is 
so serious that the services of a skilled otologist are de- 
sirable. There are some strange slips of compilation, the 
most prominent of which is the inclusion of the occu- 
pation palsies in the surgery of childhood. For similar 
reason there is a certain incongruity in having illustra- 
tions of a man with a mustache half hidden beneath an 
Allis inhaler and a woman apparently past forty years 
as the subject of bronchoscopy, etc. A single gleam of 
humor arises from the wording under Fig. 17 “note os- 
cillation of the eyeballs.” As a whole, the illustrations 
are unusually well chosen, particularly the ones relating 
to tuberculous joint conditions. 

An ample index makes the use of the book most use- 
ful as a reference volume. Dr. Willard intended the 
book to be helpful and suggestive to the busy prac- 
titioner. He succeeded in making his last contribution, a 
memorial of a life devoted to the children, a splendid 
evidence of his good judgment as a consultant, and 
these printed judgments merit due consultation and con- 
sideration by the surgeons of all times. 


The Treatment of Syphilis with Salvarsan. By SAni- 
TAtsRAT Dr, WILHELM WECHSELMANN, Medical Direc- 
tor of the Skin and Venereal Disease Section. Rudolph 
Virchow Hospital, Berlin. With an introduction by 
Proressor Dr. Paut of Frankfurt-on-Main. 
Only Authorized Translation by Apr. L. Wotsarst, 
M.D., New York. Quarto; 175 pages; 15 textual fig- 
ures and 16 colored illustrations. New York and Lon- 
don: Repman Company, 1911. 


This book of Wechselmann, who, as Ehrlich says in 
his foreword, “with untiring zeal and penetrating com- 
prehension undertook the laborious and responsible task 
of testing the new method of treatment on the large 
clinical material at his disposal” is the most compre- 
hensive work on the subject by a single author. It 
embodies articles which for the greater part have been 
published by the author or by his assistants elsewhere, 
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but it gives a complete review of the experience of a 
very competent man who has treated 1,400 cases with 
the new remedy. It is but natural that with the won- 
derful results he has attained in a number of cases of 
malignant syphilis—and it is Wechselmann who first 
pointed out its splendid effect in just those cases—he 
becomes an enthusiast, but nevertheless he shows 
sound judgment and a critical mind. It is interesting 
to note that he still prefers his method of subcutaneous 
injection with a neutral emulsion, a mode of application 
which, on account of resulting necrosis, has been given 
up by most physicians, the reviewer included; and it 
is surprising to learn that in his last 600 cases he has 
not encountered one single instance of skin necrosis. 
In an addendum he briefly speaks of the intravenous 
method. He had, up to a short time ago, given more 
than 100 injections (from a recent publication we learn 
that the number has reached over 500), and considers it 
so far as the patient is concerned, by far the most 
agreeable. But in its effect on the symptoms of syphilis 
it does not seem to have any advantages over the other 
methods of administration, an opinion which corre- 
sponds with the experience of the reviewer. 

Even if one does not agree with everything the author 
says, one cannot help finding the book full of instruc- 
tion, stimulation and inspiration. In its American form 
it is well gotten up, the colored plates are very good, 
but it is doubtful if the value of the work is thereby 
sufficiently enhanced to compensate for the increased 
cost that these plates entail. The German edition costs 
one half of the price charged for the American edition! 
The translator has done his work well, but a few minor 
errors have crept in, e. g., on page 21, the translator 
states: “Wilby D. came under my observation in the 
village of Obdach.’ The reviewer has not the German 
edition at hand, but he feels sure that it reads in staed- 
tischen Obdach,” the name of a hospital in Berlin. 

The book can be highly recommended to the syphilol- 
ogist and to the general practitioner. 


A Handbook of Practical Treatment. By many writers. 
Edited by Joun H. Musser, M.D., LL.D., Professor 
of Clinical Medicine in the University of Penn- 
sylvania, Philadelphia; and A. O. J. Ketty, A.M., 
M.D., Assistant Professor of Medicine in the Univer- 
sity of Pennsylvania, Philadelphia. Volume J. Large 
octavo; 909 pages; illustrated. Philadelphia and Lon- 
don: W. B. Saunpers Company, 1911. 

The modern custom of compiling encyclopedic works 
on broad subjects in medicine by a number of authors is 
commendable despite its obvious disadvantages. A sub- 
ject such as “Treatment” (a happy title), which covers 
such an enormous range of method that no single person, 
however versatile, can adequately master it, is therefore 
exceedingly appropriate for exposition by specialists. In 
this work excellent judgment has guided the selection of 
contributors. All are recognized as masters of their re- 
spective branches. 

This volume is almost entirely concerned with the gen- 
eral principles of treatment. The opening chapter on the 
Fundamental Principles of Therapeutics by Musser is a 
scholarly presentation and in a measure furnishes the tone 
of the entire work. Preventive Treatment by the deceased 
C. H. Harrington, revised by A. C. Appor, covers the gen- 
eral principles of prophylaxis and disinfection. The Gen- 
eral Principles of Dietetics by EpsALt is covered in 69 pages. 
The chapter does credit to the reputation of the author. The 
important chapter on Dietetics in Infancy by Maynarp 
Lapp is satisfactory. It is a pleasure to greet the familiar 
lucid style of our old friend Sm Lauper Brunton, who 
has as his text, The General Principles of Drug Therapy. 
The chapter is full of valuable therapeutic hints. Hex- 
TOEN’s discourse on the General Principles of Serum 
Therapy is, to our view, a masterpiece. It is the most 
comprehensive, most modern and at the same time tersest 


summary of the subject with which we are acquainted. 
The bibliography alone is of inestimable value. The chap- 
ter on the General Principles of Organotherapy by War- 
REN CoLEMAN is adequate and fully up to date. The Rest 
Cure, Work Cure and Psychotherapy by Cuartes W. 
Burr is distinguished by wholesome common sense. E-ver- 
cise, Massage and Mechanotherapy by R. Tarr McKenzir 
is an enormous chapter of 115 pages. Practical applica- 
tion of these methods to disease is especially emphasized. 
Freund’s methods in locomotor ataxia receive an un- 
usually full description. The large number of well exe- 
cuted illustrations add appreciably to the merits of the 
chapter. In the chapter on Hydrotherapy and Balneo- 
therapy Guy HInspALE discusses the physiological effects 
of baths, their technique and their application. His indi- 
cations are sensible and not too inclusive. Climatotherapy 
and Healih Resorts by Henry SEWALL is an excellent 
résumé. The statement of the physical attributes and 
availability of the most important resorts and climes in 
America and Europe should prove especially useful. The 
chapters on Electrotherapy by J. Montcomery MosHER 
and on Radiotherapy by H. K. Pancoast are entirely sat- 
isfactory. In Miscellaneous Therapeutic Measures GEorcE 
P, Mutter describes such procedures as_ venesection, 
hyperemia, spinal puncture, fusions, gastric lavage, etc. 
The chapter on the General Care and Management of the 
Sick and the Treatment of Slight Ailments by M. Howarp 
Fusset does not accord with the high tone of the re- 
mainder of the book. It contains nothing that the veriest 
tyro does not know. Food Poisoning and Poisoning by 
Reptiles and Insects is discussed by Georce Drug 
Poisonings and Drug Habits by Horatio C. Woop, Jr. 
and Sunstroke by James Tyson. The chapter on Dis- 
eases of the Blood by R. C. Casor is characterized by 
its strong individuality. The work concludes with two 
chapters on Diseases of the Lymphatic System by 
Grorce C. Dock and the Surgical Treatment of Diseases 
of the Thyroid and Parathyroid Glands by Joseru C. 
BLoopcoop. 


Phases of Evolution and Heredity. By Davin Berry 
Hart, M.D., F.R.C.P.E., Lecturer on Midwifery and 
Diseases of Women, School of Royal Colleges, Edin- 
burgh. New York: Resman Company, 1910. 

This book is altogether worthy of its versatile and 
well-known author. After briefly expounding the general 
principles of evolution and natural selection, and the de- 
terminant theory of Weissman, the Mendelian law is lucid- 
ly explained. The author offers a modification of this 
law, which to our mind goes far in overcoming certain 
of its defects and in widening its interpretation. ‘As is 
well known, the Mendelian law considers only the somatic 
part of the individual, and regards characters as “domi- 
‘nant” and “recessive.” Hart holds that the unit char- 
acters are determined within the propagative part of the 
individual and merely assume the Mendelian ratio in the 
zyote. (Soma plus propagative part.) In the representa- 
tion of the scheme of this law, the soma and the gametes 
must be entirely dissociated. The terms “dominant” and 
“recessive” Hart also justly regards as expressions de- 
noting merely the time in which these characters appear. 
After the first generation, both these characters are equally 
dominant. 

A short biographical chapter on Mendel is followed 
by one on Biometry and Mnemism. The general prin- 
ciples of the work of Galton, Pearson and Lemon are 
succinctly outlined. The author then proceeds to a short 
discussion of Variation, and elucidates a plausible theory 
of his own in which variation is regarded as due to the 
throwing off of polar bodies, which in this conception 
contain determinants of unit character. De Vries’ theory 
of mutation is briefly outlined and its relation to evolu- 
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tion and Mendel’s law is pointed out. The explanation 
of Heredity on the basis of unit characters and Mendel’s 
law is clearly expressed and the importance of a proper 
cognizance of these data in the upbringing of the indi- 
vidual is forcefully emphasized. An interesting chapter 
on Heredity in Disease summarizes the general principles 
of heredity from the physician’s point of view. This chap- 
ter contains many suggestive topics. The remaining por- 
tions of the book are of lesser importance, and deal with 
Bees, Evolution and Controversy, The Handicap of Sex, 
Evolution in Religious Belief, and men who have Re- 
vealed Themselves. 

The author’s style is lucid and has distinction. He 
reveals himself a ripe scholar, a penetrating critic and a 
genial philosopher. 


Practical Dietetics, with reference to diet in disease. 
By Ara Frances Patres, Late Instructor in Dietet- 
ics, Bellevue Training School for Nurses, Bellevue 
Hospital, New York City, etc., etc. Sixth edition, re- 
vised and enlarged. A. F. Pattee, Publisher, Mount 
Vernon, New York, 1910; $1.50. 

The necessity of a sixth edition in eight years is ample 
testimony that this book has found favor. 

In this edition a considerable number of changes have 
been made. The total energy value in each dietetic in- 
gredient is given, and a table has been introduced show- 
ing the food value of the materials used. This will aid 
the physician in computing the total value of various 
dietaries without resorting to tedious mathematical com- 
binations. The classification of foods has been revised; 
greater emphasis has been placed on the value of mineral 
matter on the diet, and there is a fuller discussion of 
the fundamental principles of nutrition. The require- 
ments of various State Boards of Examiners for Nurses 
has been added and should prove a material aid to pros- 
pective candidates for examination. The theoretical and 
“recipe” parts of the book have been closely allied, so 
that the student may understand the purpose and function 
of the practical phases of her work. 

An idea of the extensive revision which this edition has 
undergone may be gained by the fact that 150 pages have 
been added. Despite this enormous addition, the book re- 
mains a manual in the truest sense. The work maintains 
all its familiar and commendable features. It is one of 
the most useful books on dietetics with which we are 
acquainted. 


Inebriety. A Clinical Treatise on the Etiology, Symp- 
tomatology, Neurosis, Psychosis and Treatment and 
the Medico-Legal Relations. By T. D. Croruers, 
M.D. Octavo; 358 pages. Cincinnati, Ohio: Har- 
vEY PusLisHING Company, 1911. 

As the subject of inebriety is more generally investi- 
gated by alienists, sociologists, magistrates, neurolo- 
gists and clinicians, its complexity increases. Doctor 

Crothers has supplied an excellent compend of his views 

upon the subject in all the various directions indicated 

by the elaboration of the title. The keynote of his work 
lies in the idea that inebriety is a disease and its phe- 
nomena are controlled by uniform laws. He believes 
that the use of alcohol is often merely a symptom of the 
disease which in turn may become an active cause, so 
that to interpret the phenomena of inebriety in terms 
of alcohol would give only a limited view of the main 
factors and causative agents of the inebriety. There is 
some evidence of convergent mental squint in the treat- 
ment of the subject, but the author is frank in the state- 
ment of his attitude, and his experience has been suffi- 
ciently varied to warrant many of the suggestions which 
may not receive general approbation. The greatest crit- 
icism that may be made is that the book deals in state- 
ments upon no authority save that of the author, though 
there is no attempt to substantiate the alleged facts by 
references to the already generous literature of the sub- 
Ject. Moot questions are regarded as settled and the 


two sides of the question are not presented for the dis- 

criminating judgment of the reader. The plan of giving 

a synopsis at the head of each chapter is excellent, 

though a full index would make the book. more valuable 

for reference. The purpose of the book is to create a 

wider interest in the subject of inebriety, and in this 

it will certainly be successful. 

Foods and Their Adulteration. Origin, Manufacture 
and Composition of Food Products; Infants’ and 
Invalids’ Foods; Detection of Common Adultera- 
tions, and Food Standards. By Harvey W. Wiey, 
M.D. With eleven colored plates and eighty-seven 
other illustrations. Second Edition, revised and en- 
larged. Octavo; 628 pages. Philadelphia: P. BLaxts- 
Ton’s Son & Co., 1911. Price $4.00 

Simplicity in diction and completeness in expression 

of the most modern information relating to the food 
questions characterize this splendid revision of the best 
single volume dealing with foods and their adulteration. 
Manufacturer and consumer, scientist, dietician, physi- 
cian and layman are enabled to read and appreciate the 
facts that center about foods. It is to be regretted that 
the metric system alone is used throughout the book, as 
the majority of general readers are too unfamiliar with 
it to be able to interpret the statement of weights and 
measures. The new matter in this edition is found par- 
ticularly in the sections devoted to infants’ and invalids’ 
foods and to the simple tests for the home detection of 
ordinary adulterations. For the intelligent appreciation 
of the composition of foods no better guide is to be 
secured than this well arranged, illuminating exposition 
of the up-to-date scientific principles of healthful nutri- 
tion. 


Manual of Cystoscopy. By J. Benttey Sgurer, M.D. 
Professor of Genito-Urinary Surgery, New York 
Post-Graduate Medical School and Hospital, and 
Henry G. Bucsee, M.D., Instructor in Genito-Urinary 
Surgery, New York Post-Graduate School and Hos- 
pital. Duodecimo; 117 pages; illustrated in black and 
in colors. New York: Paut B. Horner, 1911; price 


$3.00. 

This book, like that of the late Follen Cabot, is ex- 
tremely elementary, and will be of use only to those who 
need instruction in the rudiments of cystoscopic technic. 
It would rather have helped than marred the usefulness 
of the work, even for the novitiate, to have made it a 
little more complete—the title, “Manual of Cystoscopy,” 
is deceiving. The illustrations are very good; the English 
is very bad. There is no index. 

Collected Papers by the Staff of St. Mary’s Hospital 
Mayo Clinic, Rochester, Minnesota, 1905-1909. Oc- 
tavo; 668 pages; illustrated. Philadelphia and Lon- 
don: W. B. Saunoers Co., 1911. 

The numerous, practical and important articles that 
have emanated from the staff of the Mayo clinic in recent 
years are fairly familiar to the profession. They do not 
need to be enumerated or reviewed here. A useful pur- 
pose has been served in collecting and reprinting these 
articles in attractive book form. 

The articles here gathered together and grouped re- 
gionally are 65 in number, by thirteen authors—Drs. Wm. 
J. and C. H. Mayo, Judd, Wilson, Plummer, Graham, 
Guthrie, Andrews, Giffin, Henderson, Beckman, Braasch 
and MacCarty, and Alice Magaw, anesthetist. The book 
is edited by Mrs. M. H. Mellish, who arranged for it a 
series of excellent indices. 


Osteology and Grnteomnionn: By Howarp A. Sutton, 
A.B., M.D., assistant in the Department of Anatomy 
of the University of Pennsylvania; Lecturer in Anat- 
omy, Pennsylvania Orthopedic Institute; Assistant 
Surgeon, Methodist Episcopal Hospital, etc., and Ceci 
K. Drinxer, B.S. Small octavo; 225 pages. Phila- 
delphia: P. Braxiston’s Son & Co., 1910. 

Only the barest outlines of the subject are offered. The 
book has been compiled in a form to appeal only to 
students. For this purpose the book seems well adapted. 


ted. i 
1ap- 
AR- 
test 
W. 
IZIE 
ica- } 
zed. : 
un- 
xe- 
the i 
eo- 
cts 
\di- 
ent 
ind i 
in | 
‘he 
[ER 
at- | 
on, i 
tc. 
the 

.RD 

re- 
est 
by i 
ug 

R, 

is- 

by 

vO 
by 

es 

RY 

id 

n- 

al 

is 

n 

is 

e 

€ 

S 

d 

y 


AMERICAN 
JourNAL OF SurRGERY. 


176 


PROGRESS IN SURGERY. 


May, 1911. 


Progress in Surgery 


A Résumé of Recent Literature. 


Chronic Urethritis and Chronic Ureteritis Caused by 
Tonsillitis. Guy ©. Hunner, Baltimore. Journal 
American Medical Association, April 1, 1911. 


Those treating diseases of the urinary organs in 
women are familiar with the so-called rheumatic urethri- 
tis. There are many cases in which gonorrhea can be 
ruled out to a practical certainty and some in which we 
are at a loss to ascribe the symptoms to anything but a 
rheumatic cause. His experience with these patients is 
that they respond more readily to local treatment than 
do these with chronic gonorrhea, and as a rule they re- 
lapse within a few years or months. His impression 
also is that in these cases we find the inflammation more 
frequently in the porterior third of the urethra rather 
than in the anterior third, where it is more frequent 
in gonorrhea. Several illustrative cases are reported 
and discussed. He finds the evidence of their connec- 
tion with tonsillar disorders sufficient to warrant a more 
careful study of chronic urethral cases for, if we can 
relieve them by tonsillectomy, as he has done in several 
of his reported cases, we will make an important ad- 
vance in therapeutics. The possible connection between 
tonsillitis and ureteritis has been brought to his atten- 
tion only recently, and he reports two cases of this type, 
in one of which the tonsils had been removed. A sug- 
gestive feature in one of these is that the patient had a 
sore throat and hoarseness following each attempt to 
catheterize the ureter. He believes that this new theory 
of tonsillar infection or toxins producing ureteral stric- 
tures may be found to explain some otherwise obscure 
cases. While not himself familiar with male genito- 
urinary work, he is informed that many cases of pos- 
terior urethral inflammation cannot be traced to gonor- 
rheal infection. Dr. Geraghty of Johns Hopkins Hos- 
pital tells him that he has seen cases of acute pros- 
tatitis with abscess formation occur during or immedi- 
ately after tonsillitis, and he thinks that it is not im- 
probable that some cases of chronic urethritis may have 
a like origin. 


Nephroureterectomy. Description of a Simple and Im- 
proved Method. Howarp LitientHaLt, New York. 
Annals of Surgery, April, 1911. 


Convinced of the necessity for removal of the diseased 
ureter, especially in cases of tuberculosis, the writer pro- 
ceeds as follows: Extraperitoneal nephrectomy by any 
of the approved methods. The upper end of the ureter 
is divided, its stump carbolized, and a flexible urethral 
bougie is passed down towards the bladder and tightly 
tied in place above. The lumbar wound is closed in the 
usual manner, the patient turned on his back, and a small 
extraperitoneal exposure is made through an incision 
above Poupart’s ligament. The styletted ureter is readily 
found, delivered out of the wound, and the bougie is 
withdrawn by an assistant at the nephrectomy wound. A 
gentle pull will release the upper end of the ureter, which 
may easily then be followed down to the bladder and 
firmly ligated and removed as close to the bladder as de- 
sired. This accessory ureterectomy takes but a few min- 
utes in Lilienthal’s hands. 


Renal and Ureteral Calculi in Childhood. (De La Lith- 
iase Rénale et Ureterale Chez L’Enfant). RarFtn, 
Lyons. Annales Des Maladies Génito-Urinaires. 
March 2, 1911. 


From a study of the literature and from a considerable 
number of personal communications the writer concludes 
that renal calculus is not nearly so rare in childhood as 
.is generally thought. In not a few cases of lithiasis in 
‘young adults the stones must have had their origin in 
childhood. Renal and ureteral calculi are more common 
in male children. 


The symptoms are practically the same as in adults but,. 


owing to the age of many of the children affected, the 
diagnosis has not infrequently been incorrect. In every 
doubtful case X-ray examination should be employed. The 
latter examination is of special importance because the 
calculi are not uncommonly multiple and in different parts 
of the urinary tract. The high mortality from operations 
for calculus in infancy and childhood has in largest part 
depended upon multiple calculi being overlooked.. Many 
of the operative deaths have been among patients with 
infections secondary to calculi. The operative procedures 
are parallel with those in the adult; it seems, however, 
that nephrectomy is much more readily tolerated by in- 
fants and children suffering from stone. Although the 
immediate results from operations have been good, too 
little is known of the final results to make definite statc- 
ments concerning them. 

Trigger Finger. F. J. Corron, Boston. The American 

Journal of Orthopedic Surgery, February, 1911. 

The author reports a case in which the lesion found 
was a chronically inflamed mass attached to a fiexor tendon 
above the metacarpo-phalangeal articulation. From his 
study of the literature Cotton compares trigger-finger to 
a rope running in a pulley-block. It is always a question 
of “jamming” of a tendon * * with a sudden re- 
lease of the “jamming” when the pull becomes sufficient. 
* * * Any disturbance of relation between the free-run- 
ning tendon and its bed (whether enclosing tendon or 
surrounding sheath) is enough to explain the “jamming.” 
Therefore, in all of the cases of trigger-finger, motion 
hegins normally, is checked and is completed with a snap. 
The motion most often affected is extension. 

The condition is not painful, as a rule. It is most com- 
mon in middle life, especially among sewing women. 
There is nc doubt that trauma plays the important role, 
especially the oft-repeated occupational traumata. The 
conditions found at operation have been: Thickening of 
the tendon (fibrous overgrowth, local tuberculous disease, 
etc.), thinning of the tendon, irregularity or thinning or 
thickening of the tendon-sheath. The treatment of trig- 
ger-finger is operative—proper adjustment of “rope and 
pulley.” . 

Submucous Anal Fistula. Harrison Cripps, London. The 
Proctologist, March, 1911. 

The writer has already called attention to this type of 
fistula, but does not believe that it is as yet generally rec- 
ognized. Its origin seems to be in one of the glands that 
abound in the submucosa at the anal margin. A minute 
abscess forms, perforates the muco-cutaneous membrane 
and, if healing does not take place, a fistula results. The 
undermined muco-cutaneous membrane may become devi- 
talized; an ulcer will then develop. Many anal ulcers not 
due to direct traumatism are caused in this way. 

The symptoms of submucous fistula are very similar to 
those of anal ulcer, but in slighter degree. The most 
marked feature is pain after defecation. Examination 
may or may not reveal the tiny opening of the fistula, a 
drop of pus protruding from its orifice. It is often neces- 
sary to examine the patient under an anesthetic to dis- 
cover the lesion. Cripps treats these cases by a generous 
incision through the sphineter ani, the incision traversing 
the short fistulous tract. 


Serum Therapy in the Toxemias of Pregame. 
therapie bet Schwangerschafts toxicosen. R. 
Berlin. Medizinische Klinik, March 5, 1911. 

In 1907 Freund reported six cases of severe eclampsia 
that recovered after injections of large amounts of horse 
serum. From that time to the present he has been en- 
gaged in experimental and clinical studies of the effects 
of serum therapy upon toxemias of pregnancy. On the 
basis of Freund’s work, Mayer and Linser recently re- 
ported a case of universal herpes in pregnancy in which 
the injection of normal serum had no result, but the in- 
jection of serum from a normally pregnant woman ef- 
fected a cure. The writer reports four interesting cases 
of pregnancy toxemias; in every instance the treatment 
with serum from normally pregnant individuals resulted 
in cure. The first of his cases was a patient suffering 
from hyperemesis, icterus, a psychosis and an extensive 
prurigo. 


(Serum 
FREUND, 
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The Lumbo-Sacral Articulation. An explanation of 
many cases of “Lumbago,” “Sciatica” and “Para- 
plegia.” E. Gotptuwairt, Boston. Boston Med- 
ical and Surgical Journal, March 16, 1911. 

Goldthwait reports a highly interesting case of “para- 
plegia” in which many of the clinical symptoms and 
signs suggested the diagnosis of tumor of the cauda 
equina. At operation no tumor was found and the 
only abnormality discovered was a narrowing of the 
spinal canal at the lumbo-sacral articulation. The author 
undertook an anatomical study to explain the findings 
in this case and concludes as follows: 

The lumbo-sacral articulation varies very greatly in 
its stability, depending upon peculiarities in the forma- 
tion of the articular processes and of the transverse 
processes; that these peculiarities not only result in less 
than the normal strength of the joint, but may represent 
mechanical elements which not only produce strain and 
cause pain but may lead to such great instability that 
actual displacement of the bones may result, with at the 
same time the separation of the posterior portion of the 
intervertebral disk. 

In such displacement, if the fifth lumbar slides for- 
ward upon the sacrum, spondylolisthesis, the condition 
is usually compensated for, and pressure upon the cauda 
equina or the nerve roots does not occur. 

If the displacement be upon one side, the spine must 
be rotated and the articular process of the fifth is drawn 
into the spinal canal with such narrowing that para- 
plegia may result, or the crowding backward of the 
intervertebral disk alone may be so great as to cause 
similar paraplegia, but of more gradual development. 

Weakness of the joints or the partial displacements 
may cause irritation of the nerves inside or outside of 
the canal and produce the bilateral leg pains often called 
sciatica. 


Occlusion of Large Surgical Arteries with Removable 
Metallic Bands to Test the Efficiency of the Col- 
lateral Circulation. R. Matas and C. W. ALLEN, 
New Orleans, Journal of the American Medical Asso- 
ciation, January 28, I9II. 


The importance of testing the efficiency of the colat- 
eral circulation before permanently obstructing or oblit- 
erating the main regional trunk was the incentive of an 
experimental inquiry by Matas and Allen. In addition to 
their prime object, which was to devise a satisfactory 
means of testing the efficiency of the collateral circulation, 
they were especially concerned with the kind of material 
best suited for the compression of the arteries, combining 
the features of tissue tolerance, facility of application, 
easy removal, and a minimum of trauma to the arteries. 
The ordinary ligature damages the arteries of necessity, 
and they used, therefore, metallic bands about as wide as 
one diameter of the vessel operated on. First, fine silver 
wire strands soldered together; second, thin aluminum 
bands held around the vessel by clamping their free ends 
with soft lead clips; third, aluminum strong enough to 
maintain the desired degree of compression. These last 
(Nos. 14 and 16, Brown and Sharp’s sheet-metal gauge) 
were used to the exclusion of the others in the latter part 
of the experiment. These bands are cut long enough to 
be used as aneurysm needles, bent and curved in the shape 
of a flat hook, readily insinuated between the bloodvessel 
and its sheath. They were then gently compressed by the 
fingers of the operator until the pulse on the distal side 
became imperceptible. Over forty dogs were used and the 
time the arteries were kept compressed ranged up to four 
days or more. They have also been applied in the human 
subject fourteen times to the carotid and subclavian ar- 
teries, as test occlusions, but in no instances did disturb- 
ances of the cerebral or peripheral circulation develop. 
In the fourteenth case the prophylactic value of this method 
of occluding the arteries was brilliantly demonstrated in a 
patient suffering from pulsating exophthalmus in which 
ligation of the right carotid had been done twenty years 
previously. The patient came to Dr. C. H. Mayo, who 
occluded the common carotid, leaving the somewhat loos- 
ened clip on so as not to disturb patient’s vision. In all 
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of Matas’ cases perfect tolerance of the band by the tis- 
sues was demonstrated. As the result of the inquiry the 
following conclusions were arrived at: 1. It is possible to 
compress a vessel to the point of obliterating the pulse 
and maintain this pressure for from three to four days 
before obliterative endarteritis occurs. 2. All the vessels 
clamped in this manner stand compression seventy-two 
hours without recognizable gross visible changes; some 
begin to show decided changes in ninety-six hours. The 
results of histologic examination by Dr. F. B. Gurd are 
given and no intimal or endothelial changes were ob- 
served, except in two instances, in which excessive pres- 
sure had crushed the vessel wall. In one case, in which a 
portion of a carotid which had been clamped for seventy- 
two hours was excised shortly after the removal of the 
clamp, there was a fusiform dilatation with complete de- 
struction of muscle-fibers, excepting a few nuclei in the 
outer zone, which stained poorly. Just what was the 
determining factor in this is not altogether clear. The 
process must have been rapid. In vessels which had 
been subjected to clamping for four days or more there 
was not so much tendency to return to normal conditions. 
The lumen remained obliterated, but with very little evi- 
dence of degenerative changes. There seemed to be no 
tendency to thrombus. 


phe Extract to Cause Uterine Contractions. 

(Hypophysenextrakt als Wehenmittel.) J. Horpraver, 
Zentralblatt fur Gynakologie, January 
28, IQII. 


Experimentally, extract of the hypophysis has been found 
to produce contraction of both the pregnant and non-preg- 
nant rabbit uterus. It has been used to control post-partum 
atony and hemorrhage in human beings. Hofbauer has 
given 0.6-1.3 gms. of protuitary extract subcutaneously in 
12 cases in which the labor pains were weak and infre- 
quent. In all, within a few minutes, pains became strong 
and frequent, sometimes almost too strong during the 
second stage. Another result is prompt micturition, which 
also occurs in the puerperium even if catheterization was 
previously needed. Unlike ergot effects, the labor pains 
do not become tetanic from hypophysis injections. 


Surgical Diseases of the Umbilicus. T. S. Cutten, 
altimore. Journal American Medical Association, 
February Igri. 


Cullen, after noticing the principal literature of the 
subject, enumerates and discusses the surgical disorders 
affecting the umbilicus. Among the non-malignant ab- 
normalities he mentions so-called adenoma, funnel-shaped 
umbilicus, cystic cavities in the abdominal wall, attach- 
ment of Meckel’s diverticulum to the navel, patent om- 
phalomesenteric duct, and prolapsus of the bowel through 
such duct. The term adenoma is a misnomer, but has 
been so long in use that he employs it. It simply con- 
sists in the funnel of mucosa being forced outward and 
turned inside out. Adenoma may be ligated and cut off 
or allowed to drop. The parents should be cautioned. 
to watch the child for any obstructive occurring. A 
funnel-shaped umbilicus can be removed by an elleptical 
incision removing the entire area and exploring for 
Meckel’s diverticulum, which, if found, should be removed. 
while for its closure, but, if open after six months, it 
should be dissected out down to the ileum and removed. 
A lookout should be made for obstruction in any case. 
When large it should be removed at once, wiich is not 
very dangerous in a healthy child. When prolapsus with 
inversion has occurred, signs of shock have usually ap- 
peared and the chances of saving the child are slight. 
Of the malignant growths of the umbilicus, four varieties 
are recognized: (1) primary squamous-celled carcinoma ; 
(2) primary adenocarcinoma; (3) sarcoma; (4) secondary 
carcinoma. The first of these is very rare and its gross 
appearance is that of skin cancer ulcer. Primary 
adenocarcinoma seems to be more frequent, but there is 
some confusion about it because of the possibility of its 
being secondary to disease elsewhere. Pernice has col- 
lected six cases of sarcoma but Cullen seems to think 
that the evidence is not very convincing regarding most 
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of them which may have been fibromata. Secondary 
carcinoma is the most interesting of the four and is 
treated of at some length. If an umbilical nodule is 
detected in a middle-aged person Cullen says the con- 
dition of the abdominal organs must be thoroughly in- 
vestigated for signs of cancer of the stomach, gall bladder, 
intestines, or genital organs. The futility of removing 
the umbilicus when the primary growth is in the ab- 
domen is especially emphasized. 


Physiological Implantation of the Severed Ureter or 
Common Bile Duct Into the Intestine. R. C. 
Correy, Portland, Ore. Journal American Medical 
Association, February 11, 1911. 


Coffey describes the method devised by him of im- 
planting the uterus and bile ducts into the intestines; it 
avoids the danger, he claims, of making a diverticulum 
from the intestines to the gall-bladder or urinary bladder 
with consequent infection of these organs. By investiga- 
tion of the duodenum and the entrance of the ureters 
into the bladder he finds that the bile ducts and ureters, 
after penetrating the serous and muscular coats, pass 
under the mucous membrane for approximately three- 
quarters of an inch before emptying, thus making a 
valvular opening. The question was how to duplicate 
this artificially. It was found not practicable to pass 
forceps between the layers of the intestine for the pur- 
pose of drawing the ducts through. He recalied that, 
during the course of a gastro-enterostomy, the mucous 
membrane puffed up between the cut edges of the serous 
and muscular coats, and he devised, therefore, the follow- 
ing method: “First, the duct is located and ligated with 
linen or silk near its point of entrance into the duodenum. 
It is then cut in two above the ligature and the edges 
caught and held with mosquito forceps while one wall 
of the duct is split down with a pair of scissors. A 
linen suture is then passed through the split end of the 
duct so as to include about. one-half of it, and tied. 
The linen thread is then thrown around the other half 
and tied, and the loose ends are threaded into two needles. 
By this method the full strength of the duct is retained 
for traction, while the opening is maintained by the split. 
The end of the duct is then wrapped with gauze while 
the intestine is prepared for its reception, which is done 
as follows: The part of the intestine desired is picked 
up and an incision made down through the peritoneal 
and muscular coats, including submucous tissue, until the 
mucous membrane pouts out through the incision. This 
incision should be about one inch long or more. Second, 
five or six sutures are passed which pick up the peritoneal 
and muscular coats on each side of the incision. The 
suture at the upper end of the incision is tied as a 
control suture. The intermediate intestinal sutures are 
lifted up on the flat handle of an instrument as they 
cross the incision. Now the intestine is brought down 
close to the end of the split duct and the two needles 
carrying the threads (traction sutures) are passed on 
the end of the duct beneath the four or five intestinal 
sutures and through the stab wound in the mucous mem- 
brane into the intestinal lumen and out through the in- 
testinal wall, three-quarters of an inch farther along the 
intestine and one-eight to one-quarter inch apart. By 
making tension on these threads and at the same time 
pushing the intestine toward the duct, the duct is drawn 
beneath the intestinal sutures through the stab wound into 
the intestinal lumen, when the two ends of the threads on 
the duct are tied on the outside, thus anchoring the end 
of the duct on the inside of the intestine at this point. 
The intestinal sutures are then tied. After this operation 
the duct lies just beneath the mucous membrane, which 
has been loosened for approximately three-quarters of 
an inch of its course, so that it slides easily in its new 
channel. It is therefore necessary to tack the ureter to 
the peritoneum of the intestine near its point of en- 
trance by two or three fine linen or silk sutures.” The 
implantation of the bile ducts is performed in the same 
manner. Details of the experiments on dogs are given. 


The mortality by the old methods in these animals is 
high, but the experience with physiologic implantation is 
much better. 


Ascending infection seems to be nearly 


eliminated as a danger, and, if the result of the 
physiologic method should prove to be as much better 
in the human subject as it has been in dogs, the mor- 
tality would be reduced to a point that would make the 
operation justifiable. 


Parathyroid Implantation in the Treatment of Tetania. 
Parathyreopriva. W. H. Brown, Victoria, Australia. 
Annals of Surgery, March, 1911. 

Thyroidectomy had been performed in two stages, for 
the relief of Basedow’s disease. Each stage consisted in 
the removal of one of the lobes of the gland and, at 
each operation, the liberation of the posterior aspect of 
the lobe proved trying and difficult. Because, from the 
author’s reading, the significance of the parathyroid 
glands in relation to tetany had been pooh poohed, he 
made no special effort to preserve these bodies. 

Four days after the second hemi-thyroidectomy the 
patient first complained of nerve symptoms—stiffness ana 
tingling sensations in the extremeties. The first typical 
attack of tetany appeared eight days after the operation. 
On the following day injections of emulsions of fresh 
parathyroids were begun. Combined with chloral, the 
attacks were fairly well controlled by this therapy for a 
month. The improvement after the injection of the 
emulsion was always temporary. Emulsions made from 
the dried glands never conferred any benefit upon this 
patient. There was great improvement for twelve days 
following the implantation of two parathyroids from a 
living dog. This procedure was repeated three weeks 
later, with a less striking result. The implantation of 
two ox parathyroids preserved at freezing point controlled 
the tetany for eleven days. . 

The author then determined to attain a permanent re- 
sult by ‘implantation of monkey’s parathyroid, but evi- 
dences of tetany returned after sixteen days (the longest 
period of relief obtained from parathyroid therapy), when 
the symptoms returned human parathyroids were then 
implanted, after which no further evidences of tetany 
appeared. 


Operative Treatment of Wounds of the Heart. G. W. 
W. Brewster, M.D., and Samuet Rosinson, M.D., 
Boston. Annals of Surgery, March, 1911. 

Adding a fatal case to the reported list of operations 
for wounds of the heart, the authors analyze the methods. 
of treatment employed. There is as yet no standard 
method of treatment, because no individual has had 
enough experience with operations in these cases to enable 
him to speak authoritatively. sats 

The diagnosis of heart injury is difficult; heart wounds. 
rarely exist without pleural involvement. One need, there- 
fore, not hesitate to widely open the pleura, especially 
when differential pressure can be employed. Differential 
pressure is not an absolute necessity, but it is of great 
value to control the respiratory function, to regulate the 
heart-beat, and to inflate the lungs. 

Osteoplastic flaps should not be. employed to expose 
the precordium. The best incision is one in the anterior 
portion of the fifth or fourth interspaces. A rib-spreader 
will then usually give adequate exposure. In some cases 
the heart wound may be of sufficient size to permit vio- 
lent hemorrhage at the time of suture; in such cases 
interrupted manual compression of the cavae may control 
the bleeding, the authors believe. Drainage of the peri- 
cardium is not necessary. The pleural cavity should be 


Progress in the Field of Surgery of the Peripheral 
Nerves. (Forischritte auf dem Gebiete der Chirurgie ; 
der Peripheren Nerven). D. H. Spitzy, Graz. 
Allgemeine Wiener Medizinische Zeitung, Nos. 7, 8 
and 9, IQII. 

The author largely concerns himself with the treatment 
of paralysis by means of nerve-plasties. The more -. 
pheral the cause of the paralysis the more extensive wil 
the operative procedures be to cure or relieve the palsy. 
The generaly employed treatment of plexus paralysis 
(brachial) has been and still is mechanical and electrical, 
extended over many months. Spitzy believes that by am 
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early operation in these cases, secondary palsies and other 
changes will be avoided or ameliorated, and torn nerves 
may be sutured or successfully anastomosed (as a pri- 
mary procedure). Many of the unfortunate results of 
birth palsy can be avoided by earlier operation; the na- 
ture of the palsy will always indicate the brachial roots 
involved. 

Flaccid paralysis after anterior poliomyelitis may de- 
pend upon a certain amount of atrophy with preservation 
of the nerve-endings: in muscle or there may be com- 
plete change of the musculature to a mass of fatty and 
fibrous tissue. The success of a neuroplasty therefore 
depends entirely upon the amount of nerve-musculature 
preserved. Spontaneous regeneration of course occurs 
in a certain percentage of the cases. Whatever regenera- 
tion is to take place will show itself within a few weeks 
after an attack of poliomyelitis. Therefore, operation 
should be advised in the favorable cases at a far earlier 
period than is generally considered proper. 

When is the operation of neuroplasty indicated in these 
cases? If the paralysis is so extensive that very little 
healthy nerve tissue is left, nerve-plasties are not indi- 
cated. Such instances are cases for tendon-plasties and 
in the lower extremity, arthrodesis. Tendon-plasties are 
also indicated in cases where the paralyses are widely 
scattered over several groups of muscles. But nerve- 
plasty is indicated when muscles are paralysed that belong 
to one group, supplied by one nerve-trunk. For early 
operations in these cases central implantation, partial or 
complete, is the method of choice. The author describes 
the methods of nerve-plasties generally employed. 


Drainage of Ascitic Fluid Into the Subcutaneous Cel- 
lular Tissues. (Essais De Drainage De L’Ascite 
Dans Le Tissue Cellulaire Sous-Cutané). P. Mavu- 


CLAIRE, Paris. Archives Générales de Chirurgie, Jan- 
uary 25, IQII. 

The author first reviews the methods employed in the 

operative treatment of abdominal ascites due to cirrhosis 


of the liver. Omentopexy has yielded some satisfactory 
results, but according to Mauclaire’s observation, hepatic 
insufficiency (tested by experimental glycosuria) is a con- 
traindication to the operation and is even dangerous. Such 
operative procedures as hepatopexy, porto-caval anasto- 
mosis established indirectly by making a communication 
between the avorian and mesenteric veins or directly by 
means of the Eck fistula, are still in the experimental 
stage. Drainage of the peritoneal cavity into the saphen- 
ous vein has been performed several times; in three of 
five cases the communication became obliterated. 

In seven cases of ascites (two due to hepatic cirrhosis, 
‘the remainder from new growth and tuberculosis), Mau- 
claire established subcutaneous drainage by means of a 
T-tube. The longitudinal branch was inserted into the 
pelvic portion of the peritoneal cavity, the horizontal 
branches, into the subcutaneous cellular tissue. Mauclaire 
feels satisfied that this procedure establishes good drain- 
age for the ascitic fluid but believes that further studies 
are indicated with his and other methods to determine 
upon the advantages and disadvantages of auto-draining 
fluid that may be toxic or otherwise pathological. 


Fracture of the Clavicle. Its diagnosis by means of 
respiratory sound. S. Erpman, New York, Journal 

of the American Medical Association, March 11,.1911. 

S. Erdman calls attention to a former publication 
noting the fact that there is a distinct transmission of 
both voice and breath sounds, probably from the 
trachea, outward along the shaft of the clavicle. A 
fracture of the bone therefore should cause a break in 
the sound propagation, and this is found to be the case 
and may be utilized in diagnosis. In a series of fifteen 
cases reported in his former paper there was a com- 
plete loss of these auscultatory sounds on the injured 
side, in contrast to their presence on the other. In his 
_ former study he used the stethoscope. He has, since 
used a simpler method, available in young children who 
cannot be made to whisper. It is the recognition of 
vocal fremitus by the palpating finger which can detect 


the cries of even the youngest child. The thumb or 
index finger of each hand is placed on the correspond- 
ing clavicle of the patient, without pressure, and grad- 
ually moved from near the sternal end outward sym- 
metrically, while the patient repeats some sonorous 
word. With complete fracture the fremitus is sud- 
denly lost or very greatly lessened at the point of frac- 
ture and beyond, and it is often possible to follow the 
obliquity of the line across the shaft at the point of 
fracture. The normal fremitus of the whole scapular 
region and chest is very different in intensity and very 
easily distinguished. He says: “In many cases in frac- 
ture of the clavicle, inspection alone, or the most super- 
ficial palpation, reveals without difficulty the presence 
and the site of the break, and no further examination 
is necessary; but, for the above method, I claim the 
ease with which the signs are to be elicited, the free- 
dom from painful palpation of the fractured bone, and 
its great value as an aid in the diagnosis of the cases 
in which the fracture is in the outer end or in the shaft 
without deformity, and in all doubtful cases.” 


Lymphogranulomatosis (Paltauf-Sternberg). E. Fa- 
BIAN, Leipzig. Zentralblatt fiir Pathologie, February 
28, 1911. 

Fabian summarizes a remarkably comprehensive 
paper as follows: Lymphogranulomatosis, the most 
common of lymphomatoses, is histologically a character- 
istic affection of the lymphatic system, which belongs 
to the class of infectious granulomata. It has many 
points in common with tuberculosis and syphilis; its 
similarity to Aleukemia is largely a clinical one, and, 
up to the present, even a gross pathological one; his- 
tologically, however, the two diseases are entirely dif- 
ferent. At the autopsy table, the glands are enlarged, 
and there is a modular infiltration of the spleen (por- 
phyry spleen) liver, lungs, kidneys and bone-marrow. 
Owing to necrotic foci, the cut section presents a char- 
acteristic appearance. Rarely the disease remains local 
(mediastinal, or splenic granuloma). The question of 
the etiology is still undecided. We recognize a tuber- 
culous, a syphilitic and a kryptogenetic lymphogran- 
ulomatosis. A complete bibliography is appended. 


Electric Treatment of Obstruction and Post-operative 
Paralysis of the Bowel. W. F. Dierrensacu, New 
York. Journal of the American Medical Association, 
April 1, 1911. 

_A new technic for intestinal obstruction and postopera- 

tive bowel paralysis is offered by Dieffenbach. It 

consists essentially in the employment of seminormal sa- 
line enemas through a hollow electric electrode connected 
with the galvanic current, followed later if necessary by 
faradization with similar enemas. He describes the tech- 
nic in detail, using a 24-dry cell apparatus with the usual 
attachments for galvanic and faradic currents with a 
galvanic current of 15 M.A. After three minutes of elec- 
trolysis, with the negative pole in the rectum and the 
positive over the ascending colon, the pole is reversed 
about every 30 seconds for five or ten minutes, which 
usually produces peristalsis and desire for evacuation. 
If this is not sufficient following the interrupted galvanic 
treatment the rheophores is made to the high tension 
faradic coil and the current manipulated through the sec- 
ondary coil so as to produce gradually increasing and 
diminishing contraction effects. After the electric treat- 
ment and removal of the bed pan, the patient is placed in 
an inclined position of 25 to 45 degrees to favor nor- 
mal peristalis. He considers this important, and has 
kept it up for three days in several cases. Following the 
treatment, normal saline retention enemas, one quart at 

a temperature of from 105 to 110 F., are given every two 

hours until normal conditions intervene. The earlier this 

treatment is given the better. The conditions in which 
he finds it useful are as follows: (1) Chronic constipa- 
tion, with impaction of feces; (2) atony of the bowel; 

(3) traumatic, localized and general peritonitis with intes- 

tinal stasis; (4) intestinal torpor after shock (5) slight 

volvulus or kinks in the bowel after prolonged manipu- 
lation, and chilling of the bowel following laparotomies; 
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(6) intestinal paralysis after prolonged meteorism; (7) 
intestinal paralysis following various forms of hernia. 
The conditions in which the treatment is of doubtful 
or negative value are the following: (1) Intussuscep- 
tion; (2) stricture of the bowel; (3) adhesive bands 
about the intestines; (4) malignant growths involving the 
bowel; (5) tumors. impinging on the lumen of the intes- 
tines. In these cases surgery must be invoked, and the 
electric treatment can be subsequently employed for its 
stimulation of peristalsis. For the details of the technic 
the reader is referred to the original paper. 


A i Method for the Relief of Certain Forms of 
Odynphaga. P. T. Harp, Copenhagen, Medical Rec- 
ord, February 25, 1911. 


The author calls attention to the observation of Mark 
Havell, of London, who found that firm pressure applied 
by the flat of the hands to the ears during swallowing, 
relieved the pain of sore throat. Hald found in addi- 
tion to this method (tragus pressure), that firm pressure 
against the upper part of the mastoid, close to the in- 
sertion of the pinna was also efficient. He found, how- 
ever that tragus pressure was more reliable, and devised 
an instrument which can be conveniently applied to the 
patient during the administration of food. This instru- 
ment is a U-shaped device; at the upper extremity of both 
arms are small pads which can be screwed against the 
tragus. One arm of the U slides along the base to accom- 
modate the width of the head. Of 46 cases of various 
tonsillar and throat affections, this method was efficient 
in 32. Hald proved that relief does not depend upon 
suggestion or pressure upon the tympanic membrane. He 
believes that it is due to counterirritation of the head 
zone of the tonsil, which is situated in this area. 


Further Observations on Acetabular Fracture With 
Intrapelvic or Central Dislocation of the Femoral 
Head. Futter, Chicago. American Jour- 
nal of Medical Sciences, March, 1911. 


This rare form of injury may be produced in a variety 
of ways; as a rule, violence is derived through the head 
of the femur. In many cases the author believes that 
there is an unusual fragility of the bones. The symp- 
toms and signs of a central dislocation of the femur may 
be wanting. The usual signs, however, are: Deeply 
sunken trochanter, slight shortening of the leg, with ever- 
sion of the foot, the absence of crepitus with the pres- 
ence of practically all motions, although painful and 
limited; occasionally a rectal examination may reveal 
the displaced head of the femur. The best evidence is by 
the X-ray examination. The degree of motion will natur- 
ally depend on the size of the acetabular opening. The 
mortality of this form of fracture is high, owing to the 
frequent association of intrapelvic injuries. The treat- 
ment largely depends on a careful study of the individual 
case. Possible damage of the intrapelvic structures must 
not be overlooked. In many cases counter extension and 
lateral traction prevent the return of the head to the 
pelvic cavity. In case of failure by these measures, opera- 
tive interference may be indicated. 


Hemorrhagic Disease of the New Born. R. M. GREEN 
and Joun B. Swirt, Boston, Boston Medical and 
Surgical Journal, March 30, 1911. 


The Author’s study is based on observation in 51 
cases. The seasonal incidence and the occurrence of 
hospital cases in groups tend strongly to confirm the 
theory of the infectious etiology of the disease. The 
earlier the onset of the disease the worse the prognosis. 
After one week the prognosis becomes relatively, and 
after 10 days, absolutely good. Clinically the disease 
occurs in three fairly distinct types, the umbilical. the 
sero-mucus and the purpuric, which have an approxi- 
mate respective mortality of 60%, 50% and 22%. The 
treatment should be directed toward local hemostasis and 

crease of coagulability of the blood. Gelatine and rabbit 
serum are agents of proved value. Quiet and isolation 
are indicated in every case. Blood transfusion is a prom- 
ising procedure which deserves further trial. 
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The Roentgen Rays as a Means of Diagnosis of Car- 
cinoma of the Stomach and Bowel. G. E. Prauter, 
Philadelphia, Medical Record, March 25, 1911. 


Pfahler believes that in trained hands the X-rays can 
furnish a positive diagnosis of carcinoma of the stomach 
and bowel, even in their earliest stages. The method of 
examination and diagnosis criteria are too complex and 
detailed to permit of short abstract, but in principle, 
“a positive diagnosis depends upon some interference with 
the peristaltic waves, some encroachment upon the lumen 
of the stomach, some interference with its inability, or 
some interference with the functions of the pylorus. 
These may occur singly or combined.” In every case the 
history, clinical and laboratory findings must be taken into 
consideration. The examination is fraught with some. 
danger to the X-ray operation, but none whatever to the 
patient. 


The Acidosis Index. A Clinical Measure of the Degree 
of Acidosis. T. S. Hart, New York, Archives of 
Internal Medicine, March 15, 1911. 


The method depends on the intensity of the color de- 
veloped by adding ferric chloride to urine containing the 
acetone bodies. The solutions necessary are: 1. The 
“standard” solution, consisting of ethyl acetate, 1 c.c.; 
alcohol, 25 c.c., and distilled water to 1000 cc. 2. Ferric 
chloride solution, consisting of 100 gm. of ferric chloride 
dissolved in 100 c.c. of distilled water. Take two test 
tubes of equal caliber (one-half inch in diameter), put 
in one 10 c.c. of the “standard” solution, and in the other 
10 c.c. of the urine to be tested, add to each 1 cc. of 
the ferric chloride solution, allow the tubes to stand for 
a couple of minutes to permit the color to develop fully, 
and then compare the color of the two test tubes when 
they are held between the eye and sky. If the tube con- 
taining the “standard” solution is of a lighter shade than 
the urine mixture, dilute this with distilled water until 
the colors match, making the volume to which it has been 
necessary to dilute the urine mixture. By this means we 
obtain what we may call the “acidosis index” per liter, 
in accordance with the following schedule: 


Volume of urine solution. Acidosis index per liter. 


10 c.c. = i, 
15 cc. = 15 
20 c.c. = 2. 
25 c.c. = 2.5 
40 c.c. = 4, 
100 c.c. = 10. 


(Intermediate volumes have a proportional index.) In 
order to obtain the “acidosis index” proper, we multiply 
the value of the “acidosis index per liter’ by the amount 
of urine passed in 24 hours. 


Plastic Method of Closure of Fistulous Tracts, Which 
Arise from Internal Organs. (Plastische Methode 
der Schliessung von Fistelgangen welche von in- 
neren Organen Kommen.) Von Dr. ABRASHANOFF, 
Paltawa, Zentralblatt fiir Chirurgie, February 11, 1911. 


The method consists in the formation of attached flap 
from the neighboring tissues, usually muscle, which is 
thrust into the fistulous tract and sewed in place so that 
it cannot be dislodged. The granulations are first fresh-' 
ened and it is essential that the tract be filled to its base. 
The author reports three successful cases. The first was 
a lung fistula of ten months’ duration which healed in 
three weeks. The second was a vagino-rectal fistula fol- 
lowing salpingectomy which healed promptly. The third 
was a fistula following an empyema operation, for the 
closure of which two Schede operations were unsuccess- 
ful. The author’s method resulted in a prompt closure. 


